MEDIESE 


A South African Journal for the 
Advancement of Medical Science 


BYDRAES 


’n Suid-Afrikaanse Tydskrif vir die 
Bevordering van die Geneeskunde 


Registered at the General Post Office as a Newspaper By die Hoofposkantoor as Nuusblad Geregistreer 


Johannesburg 
Vol. 3 - No. 19 + 5s. 14 September 1957 Jaarliks £1: | 


: 0 Yearly 


IN THIS ISSUE - IN HIERDIE UITGAWE 


De Motu Cordis: Harvey - Surgery of the Infected Hand 
Arteriographic Studies in Peripheral Vascular Disease - Problems of Cardiac Arrest 


FRANK FORMAN MEDICAL FOUNDATION 1958 AWARD 


The Board of Trustees of the Frank Forman Medical Foundation wish to announce that: 

|. The sum of £700 will be a gees for post- —— award in January 1958. 

2. In terms of the Trust Deed, Board of Trustees are directed to use their discretion in making the award 
in such a manner as shall promote or nb the study of medicine, and/or medical research at the University of Cape 
Town or elsewhere. 

3. The award may take the form of: 

A Scholarship for a medical graduate for post-graduate medical study for | year; 

A Fellowship for a University graduate for post-graduate medical research for | year; or 

A Grant, either independently of or in conjunction with other research grants, to any person, institution or 
body, for special medical investigation or research. 

4. Applications must be addressed to: 

The Secretary, 
Frank Forman Medical Foundation, 
P.O. Box 46, 


Cape Town. 
They must reach him before | October 1957. 


Electrocardiographic Case Book - Operculum of the Inferior Lacrimal Punctum 
Preparate en Toestelle: Preparations and Appliances 
Notes and News: Berigte - Correspondence 


Index of Contents (P. ix) 


Publishers: Juta and Co. Ltd. e Uitgewers: Juta en Kie. Bpk 
P.O. Box 1010 - Johannesburg: P.O. Box 30 - Cape Town Posbus 1010 - johemedearg: Posbus 30 - Kaapstad 


« Nity 
AG 
: 
_ 


ii MEDICAL PROCEEDINGS - MEDIESE ByDRAES 14 September 1957 


A package is known by the COMPANY it keeps . . . 
This B-P RACK-PACK< of RIB-BACK SURGICAL BLADES 


is convincing proof! 


Contains one gross of one size Blades on 4 racks 


RACKS with any size blades fit the 
RACK-PACK Stand 


Just as you can depend upon RIB-BACK Blades to give you maximum cutting efficiency 
—you can rely on the RACK-PACK package to really save TIME and LABOUR for 
your O.R. Personnel. 


NO wrapping of individual packages 
NO removing of individual blades 
NO handling or racking of individual blades 


Ask your dealer to show you a B-P RACK-PACK to-day. 


Price just the same as normal pack of six to packet. 


The RACK-PACK fully protects the perfect cutting edges from damage in shipping, 
storing and pre-operative handling. V.P.I. rust inhibiting liner prevents corrosion. 
Blades already on RACK . . . ready for sterilization ‘in a matter of seconds.” 
AND—it costs the same as conventionally packaged Blades. 


Further information from: 


: GURR SURGICAL INSTRUMENTS (PTY.) LTD. 


' Harley Chambers, Kruis Street. P.O. Box 1562, JOHANNESBURG 
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\ ROUASEL 
N CORTISYL cortisone 
\ TABLETS 5 mg. & 25 mg. 
\ : INJECTION 25 mg. per ml. 
\ EYE DROPS & EYE OINTMENT 1% 


\ Hyd FOCORTISY L syarccortisone 


| SKIN LOTION 0.5% & 1% 
SKIN OINTMENT 0.5%, 1% & 2.5% 
SKIN SPRAY 0.5% 
TABLETS 10 mg. & 20 mg. 
\ INJECTION 25 mg. per ml. 
\ INTRAVENOUS 100 mg. 
EYE DR OPS 1% 
\ EYE OINTMENT 0.5% & 2.5% 


Preco RTISYL rreanisoione 


“TABLE ETS. 1 mg. & 5 mg. 
INJECT ION, (Local & Intramuscular) 25 mg. per ml. 


Sole Distributors for South Africa : 
FISONS CHEMICALS (S.A.) (Pty) LTD., Triangle House, 226, Market Street, Johannesburg. 
Sole Distributors for Central Africa Federation : 
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Carbetopentane 


SYRUP AND TABLETS 


bronchi 


| 
UNION CHIMIQUE BELGE, S.A. SCHERAG ierv.) tro. — P.o. Box 7639 
Pharmaceutical Division JOHANNESBURG 
BRUSSELS BELGIUM 
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STROOP EN TABLETTE 


UNION CHIMIQUE BELGE, S.A. SCHERAG (eoms.) sex - eossus 7539 
Afdeling Farmaseutika JOHANNESBURG 
BRUSSEL BELGIE 
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~VIADRIL 


Hydroxydione sodium 


| THE WORLD’S FIRST STEROID ANAESTHETIC 
| 


“an entirely new general anaesthetic . . . it bears no resemblance to any group of drugs 
hitherto used or contemplated for this purpose.” Lerman, L. H. (1956) Brit. Med. J. ii, 129. 


It would be of limited value, to say the least, to quote only a few of the many 
comments on Viadril by leading authorities. However, we will readily make avail- 
able to you on request the fullest possible information about this important 
medical advance. 


SIMPLIFIED INTUBATION... 
little—if any—effect on respiration... 
no hormone effect... 


' Viadril is an intravenous steroid anaesthetic, structurally related to the steroid 
hormones, but without hormonal effects. Since its development by Pfizer 
investigators 3 years ago, Viadril has been extensively studied in the labora- 
tories and hospitals of important medical centres throughout the world. Used 

q during thousands of operations of all kinds, Viadril has proved to be in many 

ways a distinct advance over anaesthetics in common use. 


e Viadril induces anaesthesia by depressing the central nervous system. A 

basal anaesthetic state is maintained for the duration of the operative procedure. 
In contrast to other agents, Viadril has no significant cardiac or respiratory 
effect. Respiratory control can be easily instituted by the anaesthetist at will. 
Thus Viadril is extremely useful in intrathoracic procedures. 


Unlike other basal anaesthetics, Viadril inhibits peripheral reflexes, effectively 

_ obtunds laryngeal and tracheal reflexes to make intubation feasible without 
relaxants. Adjuvant muscle relaxants, when required at all, can be reduced to 
one-third or one half the usual dose. 


Medical Enquiries: 


PFIZER LABORATORIES ‘south Atrica (Pty.) Limited 
P.O. Box 7324, Johannesburg 


* Trademark ot Chas. Pfizer & Co. Inc. 
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SPECTRUM 
ANTIBIOTIC THERAPY 


TETRACYCLINE BRISTOL 


FAST- DOUBLY HIGH 


BLOOD LEVELS 


WOW BID. dosage 
Unmatched Cliucal Safety 


Capsules 
Syrup 
Pediatric Drops Bristol 


Distributed by 
BRISTOLABS (PTY.) LTO. P.O. BOX 2515 JOHANNESBURG 
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in anaesthesia 


PREMEDICATION — Through its tranquillizing action Pacatal reduces pre- 
operative tension and anxiety, providing a smooth induction phase. 
DURING SURGERY — Pacatal potentiates anaesthetics and hypnotics, inhibits 
secretions and prevents complications in the cardiovascular and respiratory 
systems. Rapid absorption and elimination permit close control of 
drug action. 
POST-OPERATIVELY — Recovery from anaesthesia is rapid, the patient is 
tranquil and there is a dramatic reduction in the incidence of nausea 
and vomiting. 
Active Constituent : N-Methyl Piperidyl-(3)-Methyl Phenothiazine. 
Dosage: Pre-operatively. 100 mg. orally the night before the operation. 
150-250 mg. i.m. I to 2 hours pre-operatively. 
During operation. 25-100 mg. i.m. or i.v. in divided doses. 
Packing: Tablets. 25 and 50 mg. tablets in bottles of 50 and 500. 
Ampoules. 2 ml. (25 mg./ml.) in boxes of 10 and $0. 


WARNER PHARMACEUTICALS (PTY.) 
6-10 SEARLE STREET, CAPE TOWN 


LTD. 


PAC—57—4 
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| Glaxo TRIPLOPEN the 
3-in-I penicillin in single dose vials 


Penicillin blood level after a single dose of Triplopen 


57 


Cases calling for an init.al 
high bactericidal level of 
penicillin plus prolonged 
bacteriostatic action con- 
front the doctor with the 
alternatives—one injection 
| or several. Using a ‘fortified’ 
Procaine penicillin, a num- 
ber of daily injections may 
be necessary—yet with Trip- 
lopen one injection only is 
often sufficient. To this th ic action Triplopen adds the two administrative advantages of 
easy injection and exact dosage. Free flowing for easy injection. Triplopen, issued as a dry 
powder, suspends i diatley in water to make an unusually fluid injection which passes easily 
hrough a 23 S.W.G. needle without clogging. 

Single dose vials avoid wastage — by providing an exact dose on every occasion. 


TRIPLOPEN.... 


A single dose contains sodium penicillin 500,000 units; 
procaine penicillin 250,000 units; benethamine penicillin 500,000 units. 


GLAXO LABORATORIES (S.A.) (PTY.) LTD., P.O. BOX 21, WADEVILLE, TRANSVAAI 


As a matter of course... . 
a course of CALDEFERRUM 


Because the expectant mother’s normal diet often fails to 
supply her with sufficient iron, calcium and vitamin D, 
Caldeferrum tablets are often prescribed during pregnancy 
as a matter of course. The recommended daily dose of 
four tablets will amply meet the mother’s requirements of 
o iron and supply a large part of her calcium needs. _ 
An adequate vitamin D content will ensure 4 
full utilisation of the calcium. 


CALDEFERRUM 


Trade Mark 
In packs of 50 tablets 
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Night attack 


The angina patient goes to bed in fear and may wake in agony. 
Peritrate prophylaxis can ease his mind considerably. Since Peritrate 
is a long-lasting coronary vasodilator, a single dose affords protection 
for as long as 4 to 5 hours .. . a considerable part of the night. 
Peritrate will not abort attacks completely — but it prevents attacks 
or reduces their severity in up to 80°, of cases. Exercise tolerance 
is increased, nitroglycerin intake is reduced and very few side- 
effects occur. 

Active principles : Pentaerythritol tetranitrate 10 mg. 

Packing: Bottles of 50 tablets and packs of 500 supplied to 
chemists for dispensing only. 

PERITRATE WITH PHENOBARBITONE. (Peritrate 10 mg. 
with Phenobarbitone 15 mg.) is also available, similarly packed. 


Peritrate 


Trade Mark 
WARNER PHARMACEUTICALS (PTY.) LTD. 6-10 SEARLE STREET, CAPE TOWN 
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Each Pulvule ‘Co-Pyronil’ 
provides: 

‘Pyronil’ 15 mg. 
(Pyrrobutamine, Lilly) 
‘Histadyl’ mg. 
(Thenylpyramine, Lilly) 

‘Clopane 

Hydrochloride’ 
(Cyclopentamine 
Hydrochloride, Lilly) 


12.5 mg. 


LILLY 
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a way of escape 
from allergic effects of pollen 


CO-PYRONIL 


(Pyrrobutamine Compound, Lilly) 


—with minimal side-effects 


This is the season when we all yearn for escape from every- 
day life, to “commune with nature.”’ But, to the one aller- 
gic to pollen, this craving is usually easier to endure than 
the penalty of exposure to pollen. 

Such a patient is grateful for the relief and protection 
provided by ‘Co-Pyronil.’ Frequently, only two or three 
pulvules daily afford maximal beneficial effects. 

‘Co-Pyronil’ combines the complementary actions of a 
rapid-acting antihistaminic, a long-acting antihistaminic, 
and a sympathomimetic. 


INDIANAPOLIS 6, 


INDIANA, U.S.A. 
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ADRENOXYL 


Reduces the mean bleeding time 


Adrenoxyl reduces the mean bleeding time by decreasing 
the permeability and increasing the contractility and resist- 
ance of the capillary wall. 


A dry field at operation 


Adrenoxyl has been successful in diminishing capillary bleeding in a wide range of surgical 
operations. It has proved particularly useful in ear, nose and throat, ophthalmic and plastic 
surgery. In plastic surgery of the face it has been reported that, post-operatively, there is less 
swelling and bruising when Adrenoxyl has been used. 


No side effects 


Adrenoxy]l does not have any side effects or contraindications. It does not affect blood coagula- 
tion, blood pressure, or pulse rate and does not possess any sympathomimetic properties. 


In medical conditions 


Adrenoxy! has been used with success in those medical conditions associated with capillary 
fragility. 

In the British Medical Journal (April 21st, 1956) a correspondent confirmed the value of 
Adrenoxyl in providing a dry field for the surgeon and in shortening the duration of the operation. 


Packs 


Ampoules: Boxes of 6 and boxes of 50. 
Each ampoule contains 0.75 mg. of adrenochrome monosemicarbazone dihydrate. 


Tablets: Tubes of 25 and bottles of 500. 
Each tablet contains 2.5 mg. of adrenochrome monosemicarbazone dihydrate. 


The best results are obtained when both tablets and ampoules are used. 


HORLICKS LIMITED 
Pharmaceutical Division Slough England | 09 
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for the harassed 
patient 


Smoothly and unobtrusively 
*Drinamyl Spansule” gives the haras- 
sed housewife, the overworked _ business 
man or the menopausal woman day-long relief 
from tension—with just one oral dose. ‘Drinamy) 
Spansule’ does not tempt the patient to es- “3 
tablish the melancholy t.i.d. or q.d. habit of 
taking ‘another pill to keep me going’. 
Harassment and worry are replaced 


by a day-long mood of 
calm composure. 


‘Drinamyl Spansule’ sustained release capsules Strength 
No. 1: each capsule contains 10 mg. ‘Dexedrine’ (dextro- 
amphetamine sulphate) and 64 mg. (gr. 1) amylobarbitone. 
Strength No. 2: each capsule contains 15 mg. * Dexedrine’ 
(dextro-amphetamine sulphate) and 97 mg. (gr. 14) 


amylobarbitone. 
ey Both strengths in containers of 30 capsules 


Drinamyl Spansule 


AN SKF Laboratories (Pty.) Ltd., Diesel Street, Port Elizabeth. 
SUDLP66(SA) 
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September 


at this time of the year.. 


The increase in upper respiratory tract infection 
calls for the discriminating use of 
a safe and efficient nasal decongestant | 


IN A WORD... NASAL DROPS 


Isotonic Nasal Drops 
of Phenylephrine and Naphazoline. 
4 A. oz. dropper bottle. 


B.P.D. (South Afnca) (PTY) LTD., Trent House, 275 Commissioner Street, Johannesburg 
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Die diiehonderdjarige herdenking van die 
heengaan van William Harvey is gekenmerk 
deur belangrike wetenskaplike feesvierings, 
sommige waarvan by die Koninklike Kollege 
van Chirurge in Engeland plaasgevind het. Die 
beskerming wat op hierdie wyse aan die 
geleentheid verleen is, was besonder geskik en 
gelukkig want Harvey se verhandeling oor Die 
Beweging van die Hart en Bloed by Diere is 
opgedra aan Die Deurlugtige en Magtige 
Karel, Koning van Groot-Brittanje, Frankryk 
en lerland, en gerig aan Dokter Argent, Presi- 
dent van die Londense Kollege van Interniste. 
Prof. K. J. Franklin (verteenwoordiger van die 
Koninklike Vereniging in die Kodrdinerende 
Komitee van die Kongres vir die Driehonderd- 
jarige Herdenking van die dood van Harvey) 
het luister by die wetenskaplike werk gedu- 
rende hierdie gedenkwaardige jaar gevoeg deur 
die publikasie van ’n nuwe vertaling van Har- 
vey se oorspronklike werk. Dit bevat ’n verslag 
oor die jongste navorsingswerk na Harvey se 
bronne, en die reproduksie van die oorspronk- 
like Latynse teks maak dit vir die leser moont- 
lik om die noukeurigheid en elegantheid van 
dr. Franklin se vertaling op prys te stel. 
Harvey het eenvoudige, objektiewe en oortuigende 
proefnemings ontwerp wat diepgaande nuwe fisio- 
logiese waarhede aan die lig gebring en terselfder- 


tyd as illustrasie gedien het van die fundamentele 
prosesse en beginsels van ’n wetenskaplike metode 


* De Motu Cordis. (Die Beweging van die Hart en 
Bloed by Diere): ’n Anatomiese Opstel deur William 
Harvey. Uit die oorspronklike Latyn vertaal deur 
Kenneth J. Franklin, en tans gepubliseer deur Die 
Koninklike Kollege van Interniste van Londen. (209 
bl. Geillustreer. 17s. 6d.). 1957. Oxford: Black- 
well Scientific Publications. 


REDAKSIONEEL - EDITORIAL 


DE MOTU CORDIS* 


The tercentenary of William Harvey's death 
has been marked by important scientific festivi- 
ties, some of which took place in the Royal 
College of Surgeons in England. This sponsor- 
ship has been most appropriate and felicitous 
because Harvey's treatise on The Movement of 
the Heart and Blood in Animals was dedicated 
to The Most Serene and Most Puissant Charles, 
King of Great Britain, France and Ireland, and 
addressed to Doctor Argent, President of the 
London College of Physicians. Prof. K. J. 
Franklin (representative of the Royal Society 
on the Co-ordinating Committee of the Harvey 
Tercentenary Congress) has added to the 
scientific occasions of this memorable year by 
the publication of a new translation of Harvey's 
original work. It incorporates the most recent 
research on Harvey's sources and the reproduc- 
tion of the original text in Latin permits the 
reader to appreciate for himself the niceties 
and the elegance of Dr. Franklin's translation. 

Harvey devised simple, objective and con- 
vincing experiments which illuminated pro- 
found new physiological truths and illustrated 
at the same time the fundamental process and 
principles of the scientific method which still 
needs to be defended 300 years later from 
assault by ignorance clothed with political 
authority. To read his own account of his work 
is to appreciate the cogency of his ineluctable 


* De Motu Cordis. (Movement of the Heart and 
Blood in Animals). An Anatomical Essay by William 
Harvey. Translated from the original Latin by 
Kenneth J. Franklin and now published for The 
Royal College of Physicians of London. (Pp. 209. 
Illustrated. 17s. 6d.). 1957. Oxford: Blackwell 
Scientific Publications. 
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wat, 300 jaar later, nog steeds verdedig moet word 
teen die aanvalle van onkundiges wat met politieke 
gesag beklee is. Lees ’n mens sy eie verslag oor sy 
werk, dan besef jy die oortuigingskrag van sy onont- 
kombare gevolgtrekkings, en dan herleef jy saam 
met hom een van die opwindendste ondervindings 
in die geskiedenis van die mens se prestasies en 
ontdekkings. ‘n Jong en lewenskragtige wetenskap 
was besig om sy uitbundige spiere los te maak op 
‘n tydstip toe nuwe waarhede dikwels as die louter- 
ste kettery bestempel is. 

Harvey self het sy Anatomiese Opstel 'n ,nuwe 
verslag oor die hart’ genoem. Hy het besef dat hy 
in botsing met tradisie en gesag gekom het deur te 
beweer dat ,die bloed langs ’n eie maar tot dusver 
nie-herkende sirkelvormige pad vloei’. Hy het dit 
nodig bevind om 'n taktvolle en diplomatieke plei- 
dooi vir die belangeloosheid van kennis te lewer; 
want 

jleergierige, goeie en eerlike manne oor die alge- 
meen laat nie toe dat hul gees in so ’n mate deur 'n 
gevoel van verontwaardiging en afguns oorweldig 
word dat dit hulle verhinder om billike gehoor te 
gee aan voorstelle wat namens die waarheid gedoen 
word, of om te begryp wat aan hulle gedemonstreer 
word nie. Ook meen hulle nie dit is vernederend 
om van sienswyse te verander indien hulle deur die 
waarheid en ’n openbare demonstrasie oortuig kan 
word nie; nog minder beskou hulle dit as oneerlik 
om vaarwel te sé aan vergissings, al is hierdie ver- 
gissings ook hoe eerbiedwaardig’. 

Harvey het arbitrére gesag verwerp, en sy hipoteses 
aan die gegronde toets van gekontroleerde waar- 
nemings en eksperimente onderwerp. Aan sy intel- 
lektuele dapperheid en goeie hoedanighede word 
daar vandag tereg nog hulde gebring in ’n gemeen- 
skap wat hierdie kenmerke nodiger as ooit tevore in 
die mens se geskiedenis het. 
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conclusions and to relive one of the most 
exhilarating experiences in the history of 
human endeavour and discovery. A young and 
virile science was flexing its exuberant muscles 
at a time when new truths were prone to be 
regarded as heresies. 

Harvey himself evaluated his Anatomical 
Essay as a ‘new account of the heart’. He 
recognized that he opposed tradition and 
authority by asserting that ‘the blood travelled 
along a previously unrecognized circular path- 
way of its own’. He found it necessary to 
make a tactful and diplomatic plea on behalf 
of the distinterested nature of knowledge, for 
‘studious, good and honest men as a whole 
never let their mind be so overwhelmed by 
feelings of indignation and envy as to prevent 
them from giving a fair hearing to proposals 
made on behalf of truth, or from understanding 
what is demonstrated to them. Nor do they 
think it degrading to alter their view if truth 
and a public demonstration so persuade them, 
or regard it as dishonest to desert errors, albeit 
most venerable ones ’. 

Harvey discarded arbitrary authority and 
subjected his hypotheses to the valid test of 
controlled observation and experiment. His 
intellectual courage and quality are still fittingly 
cherished to-day in a society which needs such 
qualities as never before in human history. 


THE SURGERY OF THE INFECTED HAND 
D. S. CHAPMAN, M.B., B.S. (DURHAM), F.R.C.S. (ENG.) 
and 


A. E. Kark, B.Sc. (RAND), F.R.C.S. (ENG.) 
Department of Surgery, University of Natal, Durban 


Infected and injured hands are all too often 
dealt with perfunctorily with a penicillin in- 
jection, a dressing and perhaps a small incision 
to let out pus. This is no less true in hos- 
pitals, where a junior medical officer is usually 
left to deal with the problem. 

The terror of grossly infected hands so well 
described by Kanavel has largely been removed 
by the use of penicillin, and the practitioner 
readily and rightly relies on this aid. How- 
ever, antibiotics alone cannot save function and 
do not prevent the neglect one still sees, e.g. 
in the case of the man found attending a 
physiotherapy department and who 9 months 
before had started his hospital round with a 
simple paronychia of a thumb. He _ had 
graduated through various doctors and various 


treatments. When seen, the thumb was painted 
a brilliant violet colour. The whole distal com- 
partment was soft and soggy, with the nail 
and nail-fold pultaceous and tender. He had 
not worked for many months, and his family 
had suffered considerable hardship. He had 
pain and was labelled a neurotic—a neurosis, 
perhaps, but precipitated by a doctor’s neglect 
of post-operative care. 

A working man’s livelihood and earning 
power depend largely on a normally function- 
ing hand. Every hand infection, no matter 
how trivial is may seem, calls for accurate 
anatomical and pathological diagnosis and, 
when necessary, precise surgery anatomically 
limited by a bloodless field. A careful routine 
can best be applied in a special hand ciinic, 
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and in the few hospitals where such clinics 
exist the end results of treatment are so good 
that they vie with each other for the speediest 
return of their patient to work in terms, for 
example, of 10.5 or 11 days. Elsewhere these 
conditions continue to be treated in hospital 
nooks and crannies, when the House Surgeon 
cuts and thrusts in a welter of blood under 
inadequate anaesthesia. A man’s hands deserve 
better than this cursory attention. The treat- 
ment in hospitals should cease to lie in the 
province of the casualty House Surgeon, when 
badly executed surgery may seriously disable 
or even ruin the patient. The loss of a right 
thumb is a more grievous economic disability 
to-day than the loss of the right leg. 

Antibiotics have radically altered the ap- 
proach to treatment, the organisms responsible 
in the majority of cases being the penicillin- 
sensitive Staphylococcus aureus. As marked an 
advance has resulted from improved organiza- 
tion of medical care in industry, and from a 
better anatomical and pathological understand- 
ing of these infections. 

The apparent simplicity of action of the 
normally functioning hand is brought about 
by a balance of an intricate system of muscle 
and tendon movements based on a highly 
differentiated sensory response. This fine co- 
ordination is illustrated, e.g. when grasping a 
ball: the metacarpo-phalangeal joints extend, 
the digits flex, the palmar fascia contracts to 
bring the eminences together into a cup, the 
thumb opposes and the wrist dorsi-flexes. 

Correct surgical practice respects these deli- 
cate tissues and mechanisms, and conserves 
them as far as possible. The instruments used 
are fine and delicate, and tissues are handled 
with care. Intact skin is preserved at all costs, 
and incisions are as small as possible. The 
approach to the lesion is at the nearest point 
to the surface, preferably through skin already 
dead. When an incision through skin is neces- 
sary, it is chosen through a skin-joint crease 
or through a tension line. The search for pus 
is limited as there is excellent exposure using 
a bloodless field. Thrusting through clean 


virgin tissue with sinus forceps is an error to: 


be avoided. Instead, the primary lesion is 
approached directly through a tissue already 
dead and not recoverable, and from this secure 
base cautiously explored. 

Incidence. Thirty per cent of all accidents 
reporting to the Casualty Department are hand 
injuries. In a population of 500,000 about 
1,500 hand ot ron can be expected to 


report to hospitals in a year, ie. about 5 a 
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day. A third of these will be paronychial 
infections, while another third at least will be 
distal pulp space infections. 

The cut hand or pricked finger in the fac- 
tory or agricultural worker should be reported 
at once to the medical officer or hospital. In 
those factories in the forefront of employees’ 
welfare, there are penalties for not reporting 
injuries promptly, and the worker soon learns 
to take advantage of such a service. The vast 
majority of hand infections result from neg- 
lected abrasions, cuts or pricks of the distal 
pulp space, nail-fold or through the horny 
callus of the palm. A dry gauze cover for the 
cut and one injection of penicillin will save 
many man-hours of work and pain. 


THE ANATOMICAL AND PATHOLOGICAL 
TERMINOLOGY OF HAND INFECTIONS 


There is much loose use of a variety of terms, 
some of which indicate definite entities and are 
meaningful, whilst others are confusing and 
without meaning. 

The Anatomy. A digit means any finger or 
the thumb, whereas a finger is any digit other 
than the thumb. It is essential to designate 
a digit by name and not by number. The 
wrong hand or digit may be operated on or 
even removed for want of a proper record. A 
surgeon’s instruction to remove the fourth 
digit may lead to the loss of the ring or index 
finger, depending on the interpretation of the 
junior. Numerical terminology is based on 
developmental anatomy and number one digit 
designates the thumb as counting starts at the 
pre-axial border of the limb. Unfortunately 
there are 3 numerical systems in common use 
as the need for anatomical precision is not 
always appreciated and therefore the safest 
method is to name each digit. 

Furthermore, the word ‘ phalanx’ is often 
misused. A phalanx describes a bone of a 
digit, and the terminal phalanx is simply the 
bony component of the distal digital compart- 
ment, which also comprises a pulp and dorsal 
aspect. The middle and proximal compart- 
ments of a digit have the same components. 

Fig. 1 indicates the two aspects, the two 
borders, and the 4 webs which are designated 
thumb-index web, index-middle web, etc. 
There are 3 constant palmar creases, a distal, 
a middle and a proximal; and two eminences, 
thenar and hypothenar. Fig. 2 indicates the 
terms used for the digit end. 

The Pathology. The terms ‘septic hand’, 
‘septic finger’, ‘felon’, ‘whitlow’, etc. are 


H 
5 

| 
| 4 
| 
5 a 

XUM 


Uinar BORDER DISTAL 
(TMENT 
FINGER) 


PROXIMAL DIGITAL 
CREASE (LITTLE 


Fig. 1. The topo- 


EPONYCHIUM cies — graphy of the hand 

(volar aspect). 
Fig. 2. The topo- 
DSTALPULP ASPECT graphy of distal 


compartment. 


neither descriptive nor accurate and should be 
discarded. ‘Septic’ infers pus which is not 
always present. ‘Felon’ and ‘whitlow’ have 
only an historical interest and have neither 
pathological nor anatomical significance. The 
following correct pathological terms should be 
used for hand infections: 


1. Distal Compartment. 

(a) Subungual haematoma, subungual abscess. 

(b) Paronychia (unilateral or bilateral) with/ 
without subcuticular, subcutaneous or subungual 
spread. 

: epeonrtie (infection limited to the proximal nail 
old). 

Perionychia (‘run-around ’)—eponychial infection 
which has spread to or from the paronychium. 

(c) Distal pulp space infection, cellulitis or 
abscess with/without periostitis or osteitis of the 
terminal phalanx. 

(d) Apical abscess. 

2. Middle compartment infection, cellulitis or 
abscess. 

3. Proximal compartment infection, cellulitis or 
abscess. 

In each compartment infection the ulnar or radial 
border and the volar or dorsal aspect must be 
designated. 

4. Distal palmar abscess with/without web space 
extension of with/without subcutaneous palmar ex- 
tension. 

5. Abscess of web (thumb-index, index-middle. 
etc.). 
6. Abscess of palm (with reference to crease) 
eer collar stud spread, subcuticular or 

leep. 

7. Abscess of thenar eminence. 

8. Abscess of hypothenar eminence. 

9. Carbuncle of hand or digit. 

10. Teno-synovitis (specify digit or bursa). Acute 
or chronic, e.g. tuberculosis. 

11. Acute suppurative arthritis of the digital joint. 

12. ‘ Erysipeloid’ of the hand (specify site). 
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GENERAL PRINCIPLES OF TREATMENT 


A. Early Care. Many infected hands are seen 
before pus has formed because the pain is 
severe in the early stages of inflammation. This 
is especially so in restricted compartments like 
the distal pulp, under the nail fold or under 
the palmar callus. At this stage, however, 
very few require incision and infection may in 
fact be spread by enthusiastic surgery. The 
object of early treatment is to localize the 
infection by prescribing an appropriate anti- 
biotic and then, when pus has formed, to drain 
it where it presents—the direct approach. 

Since the causal organism is likely to be a 
penicillin-sensitive staphylococcus, the early 
care consists of : 

Penicillin 500,000 units of a long-action prepara- 
tion daily, given intramuscularly. 

A dry, sterile gauze dressing applied, well padded 
with wool, for protection. Wet applications, vaseline 
gauze or coloured antiseptics should not used. 
Both the former macerate the skin, while the latter 
obscures the progress of infection. 

An inside sling worn to protect the hand and 
give rest. This should be kept on night and day 
with the hand held high to relieve oedema and 
reduce pain. 

Sane or pethidine used to secure a restful 
night. 

If the patient is in hospital, dry heat by an 
electric hand pad may be used. 

When this routine is rigorously applied, a certain 
number of infections will resolve and require no 
further treatment. 


Fig. 3.  Collar-stud 
effect under cuticle. 
Fig. 4. Cross section 
of distal pulp indicat- 
ing the direct ap- 
proach. 


B. General Management of Operations for 
the Infected Hand. When pus forms it is often 
visible through the skin which has died, and 
is covered simply by intact cuticle which, how- 
ever thick, is nonetheless dead (Fig. 3). The 
pus must be evacuated at the point where it 
presents and should not be approached by 
any laterally placed incision which opens up 
uninfected clean tissues (Fig. 4). The dead 
skin, contents and wall of the abscess are 
removed. The slough may be tenacious and 
require cutting out. The sinus through the 


INDEX RING 
| 
RADIAL BORDER MIDDLE 
COMPART MENT = INDEX 
Twume 
( ) MIDOLE PALMAR CREASE 
THENAR HYPOTHENAR 
Eminence 
PROAIMAL PALUAR 
Proxima west 
CREASE at 
curieLe 
‘A PULP SPACE nosis 
= ABSCESS WITH ACROSS UNINFECTED TISSUES. 
SUBCUTICULAR Pad 
SPREAD 
THE DIRECT APPROACH @) 


14 September 1957 


dead skin may be sufficient for drainage and 
inspection, or it may require some extension. 

The common phrase ‘lancing an abscess’ 
used by both the layman and doctor means in 
practice a superficial incision through cuticle 
only which merely succeeds in nicking the roof 
of an abscess. Under an ethyl chloride spray 
it cannot do more as the pain will not be 
tolerated. It is an inadequate and incomplete 
surgical manoeuvre and neither the term nor 
the practice should continue in use. 

Pus may make itself known before it shows 
through the cuticle by a bogginess of the over- 
lying skin, which will be red and bulging. 
Since the skin is still intact, the incision is 
chosen, in the case of a digit, in the most 
lateral part of the inflamed area. 

If lymphangitis is present, it is best to wait 
24 hours before operating, while penicillin is 
given the chance to control the infection. 

There are three absolute essentials for 
operative treatment, viz. satisfactory anaes- 
thesia, a bloodless field and delicate instru- 
ments. 

The Anaesthetic. An anaesthetic is always 
required, except for the paronychia of a baby 
which usually spreads in a subcuticular fashion. 
This can be treated merely by snipping away 
the cuticle, which is painless. 

General anaesthesia is without doubt the 
method of choice as it is the only sure way of 
preventing pain from the pneumatic cuff which 
allows an unhurried operation. The anaesthetic 
must be sufficiently deep for relaxation, and 
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should not consist simply of a brief anoxic 
episode. This means proper preparation of 
the man off the street and a suitable room for 
post-operative recovery. 

Local refrigeration by ethyl chloride is more 
painful than the incision, is ineffective as it 
acts only on the surface, and can kill tissues 
already devitalized. It leads to rushed and 
inadequate surgery and its use is to be con- 
demned, however far a doctor is from a hos- 
pital. Local infiltration of anaesthetic into the 
inflamed area is not only equally ineffective, 
but will certainly spread the infection. 

Local anaesthesia by digital nerve block is 
not always effective and is _ potentially 
dangerous as it may spread the infection or 
precipitate digital artery spasm and gangrene. 
Such a ring block requires a rubber catheter 
tourniquet at the base of the finger, but this 
often gives a congested digit even after eleva- 
tion. 

A regional block by injection into the 
median and ulnar nerves at the wrist is more 
effective and less harmful than a local block 
and, in the absence of general anaesthesia or 
a brachial plexus block, is the method of 
choice. However, even this method precludes 
the use of a bloodless field although, in isolated 
instances, it may be forced on the doctor. 

A brachial plexus nerve block is satisfactory, 
if expertly given, and allows the only sure 
method by local anaesthetic administration of 
procuring a bloodless field. 


Fig. 5. A bloodless field and the perfect assistant. 


| 
> 
| 
| + 

4d 
| 

| 

XUM 


446 MEDICAL PROCEEDINGS ° 


The Bloodless Field. This should be used 
in every case. It is impossible to define the 
extent of the infection without it, and this 
applies as much to the paronychia where a 
quick incision in a pool of blood may inad- 
vertently incise the distal interphalangeal joint 
of the patient or the surgeon, as to any other 
hand infection. 

A pneumatic cuff tourniquet, kept at 200 
mm. Hg pressure, is applied after the limb has 
been elevated for 5 minutes (Fig. 5). This 
painful procedure is not possible under local 
anaesthesia, except by a brachial plexus block. 

Exsanguination by Esmarch spiral bandag- 
ing is unnecessary and is reserved as-a rule 
for reparative hand surgery. 


Fig. 6. The instruments required. (Refer to the 
text for description). 


The Instruments. These (Fig. 6) must be 
fine and delicate, and include: 

Fine round-ended scissors curved on the flat—to 
cut away cuticle and slough. 

A Bard Parker blade No. 15 on a No. 3 handle. 

Gillies’ skin hooks, for retraction. 

Fine-toothed dissecting forceps. 

Fine-non-toothed dissecting forceps. 

Small sharp-pointed scissors for entering a small 
cavity and excising slough and for excision of nail. 


Fig. 7. The lead hand. 
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Small Volkmann’s spoon to scrape away infected 
bone and granulation tissue. 

A sinus forceps is a dangerous instrument 
and must not be used. 

It is essential to have an assistant hold the 
hand and the best is one that cannot fidget, 
namely the lead hand (Fig. 7). It is best made 
of 4 lb. lead (commercial standard). 

Operative Details. The patient should wash 
both hands in a bowl of Cetrimide 1% to 
remove all obvious dirt. After induction of 
anaesthesia, the surgeon cleans the hand with 
Cetrimide 1% followed by ether. No 
coloured antiseptic is used. The hand is then 
draped in a holed sterile towel when working 
on a digit; when the palm is involved, the 
fingers are covered with gauze. 


BETWEEN SINUSES 


Fig. 8. The Operation. 

A. The cuticle lid removed. 

B. Excision of multiple sinuses. 

C. The inspection, using skin hooks. 
D. The abscess excised. 

E. Bevelling the wound edges. 


In dealing with subcuticular pus, which 1s 
the case in most digital infections, the 
loosened cuticle is excised with scissors and 
the sinus in the true skin exposed (Fig. 8A). 
The opening is enlarged in the line of a skin 
crease or, if there are multiple sinuses, the 
necrotic skin bridges are excised (Fig. 8B). 
The pus is expressed by gentle pressure, the 
slough lifted out and, using skin hooks, the 
extent of the lesion clearly defined (Fig. 8C). 
Any further slough together with the wall of 
the abscess, is then excised (Fig. 8D). A speci- 
men of pus is taken for bacteriological exami- 
nation. 
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If the skin is thick and calloused, the cuticle 
at the edge of the wound should be bevelled, 
otherwise oedema will later close the drainage 
(Fig. 8E). 

LAYERS OF woo. 
LAVER OF Gauze 


wick CR 


com 


ABSCESS cavity 


THE DRESSING A 


GAUZE STRIPS OF 


Tr FINGER WIDTH PLACED 
LONGITUDINALLY AND 


EACH OTHER. 
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Fig. 9. The dressing. 

The cavity is drained by a small vaseline 
gauze wick or a thin sliver of rubber glove 
(Fig. 9A). A corrugated rubber drain is too 
heavy for the tissues, as it causes necrosis by 
pressure. 

Before removing the tourniquet, thin strips 
of one-thickness gauze are applied longitudi- 
nally to the digit and not circumferentially, 
as this might cause a tourniquet effect (Fig. 
9B). In a similar fashion, very thin sheets of 
wool are applied to give an even safe pressure. 
This is finally bandaged with a crepe bandage 
and not gauze, which is inelastic and tends to 
curl. Then only is the pneumatic cuff released. 
This detail prevents haemorrhage which, inside 
or outside the wound, invites infection and 
may cause tension gangrene. Reddening of the 
bandage either immediately or later is an in- 
dication simply for a further layer of wool 
and bandage over it, and does not require 
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re-dressing. An inside sling is applied before 
return to the ward. 

Post-Operative Care. The patient is kept in 
hospital overnight, and the penicillin course 
continued for 4-5 days, during which time an 
inside sling is worn. If the patient remains 
in hospital, an inclined plane of pillows is a 
satisfactory means of elevation. 

The drain is removed in 2 days when the 
opportunity is taken to remove any further 
sloughs. An adherent dressing can be soaked 
off with saline or Eusol, and a dry dressing 
again applied. Any wet dressings, including 
Eusol, tend to macerate the skin and the em- 
phasis is therefore placed on dry dressings. 
The patient is seen every second day and, if 
sloughs continue to form, Eusol baths can be 
used to help remove them. On each occasion 
loose cuticle is removed to allow the wound 
edges to fall together and to keep the local 
parts mobile. Finger movements are en- 
couraged from the beginning and, as a rule, 
treatment is not required beyond the fourth 
post-operative day. 

The patient returns to work as soon as an 
epithelial cover forms, protected at first by a 
dry dressing well ventilated. A finger cot 
should be avoided for, however elegantly 
fashioned, it is not able to ventilate, and 
the digit will become sodden, soft and tender. 
The cot only serves as a reminder of an injury 
long since healed. Within a few days of 
wound healing, there is little tenderness and 
the patient can use the finger normally. It 
will take up to 3 months in any case for the 
cuticle to reach its original thickness, and then 
only by constant use. 

However, if a man is sent to work too early 
with a tender healing wound, he may not 
regain the confidence necessary to use the digit. 
If there has been too long a delay, he may 
get a false impression of his disability. There- 
fore the detailed nature of the work the man 
is doing must be taken into account, and 
understood in assessing the correct time for 
return to work. 

(To be continued.) 


RECENT TRENDS IN SINUSITIS 
WITH NOTES ON THE TREATMENT OF CHILDREN 


J. Finz, Cu.B., D.L.O. (LonD.), F.R-CS. (Ep.) 
Johannesburg 


Twelve years ago Kully! found that over 240 drops, sprays and instillations for nasal use. 
compounds were available in the form of Today there must be over 500 such widely 
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advertised pharmaceutical preparations, thus 
creating considerable confusion amongst prac- 
titioners. 

The most potent vasoconstrictors are the 
most reliable causes of rhinitis medicamentosa. 
These drugs act chiefly on blood vessels. The 
capillaries, arterioles and venous sinuses are 
constricted, and nasal secretions are reduced. 
When this vasoconstriction is severe and pro- 
longed, a reverse action occurs, in which 
secondary vasodilation of the deeper and larger 
vessels follows, while the mucosa remains 
blanched. The secondary dilatation becomes 
progressively worse, leaving a boggy, pale, 
irresponsive and swollen turbinate, indis- 
tinguishable from allergy. Chemical agents wil! 
add further insult to this injury. The usual 
chain of complications following severe nasal 
obstruction may follow in its wake. The use 
of vasoconstrictor drugs in chronic sinusitis 
will never cure the condition but will aggra- 
vate existing obstruction. 

Poisoning by post-nasal swallowing has 
already been reported by Walt? and by others 
in the case of young infants. Even the mildest 
vasoconstrictor agents, including ephedrine, 
have caused drowsiness and sedation in in- 
fants. The valuable work of Proetz and of 
Negus has indicated that ciliary action consists 
of a vibrant to-and-fro sweeping action work- 
ing incessantly, ridding the nasal mucosa of all 
harmful microscopic agents. This is our 
greatest natural defence mechanism in the 
nose, and we should conserve its function. 


Reviewing Guthrie’s data* and the data of 
others, one has the impression that one third of 
all children attending clinics with nasal symp- 
toms suffer from infected sinuses. Of this 
group we are given to believe that about 50% 
suffer from nasal allergy. We have become 
more allergy conscious, and the incidence of 
infection with allergy has been more frequently 
recognized. The treatment of nasal sinusitis 
in children to-day is almost exclusively con- 
servative, thanks to antibiotics. Intranasal 
antrostomy and radical operations on the 
sinuses of children are very rarely necessary. 
However, in spite of our new armamentarium, 
there will always be a number of resistant 
cases with severe infections, more particularly 
those infections following the exanthemata. 
Other resistant cases will develop complications 
with spread to the frontal sinuses, the ears, 
the pulmonary system, the orbit, the tonsils 
and the throat, glands etc. It is the treatment 
of these cases that will be dealt with in this 
paper. 
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At the outset it must be stated that such 
cases require adequate drainage, with rapid 
restoration of the nasal airway. Acute infec- 
tions respond satisfactorily to systemic anti- 
biotics, because a sufficient level permeates 
the infected area to exert a bacteriostatic 
effect. This is accomplished by using nasal 
vasoconstrictors, appropriate supportive mea- 
sures and adequate antibiotics. Practitioners 
cope adequately and refer very few resistant 
cases to otologists for treatment. 

In considering the severe, resistant cases, 
whatever the cause, the patient should be 
regarded as a whole, and local treatment should 
be part of general management. A detailed 
and accurate history of the whole case is neces- 
sary. Allergic symptoms should be sought. 
Children who have headaches, with a history 
of recurrent colds seasonally, should be sus- 
pected of infection with allergy. The general 
state as well as the presence of nasal polypi, 
deflected nasal septa, enlarged tonsils and ade- 
noids should be noted. Owing to the marked 
prevalence of infection in the antrum (either 
alone or with involvement of the ethmoid and 
the sphenoid) this sinus must of necessity 
demand special consideration. 

Transillumination in children is unreliable. 
Greatest help will be obtained from X-rays. 
With all the facts of the history, examination, 
X-rays and bacterial investigation available, 
treatment should be commenced. 

Displacement therapy by the method of 
Proetz is strongly recommended at this stage. 
This is applicable to most children over 6 
years. Apart from being an aid in diagnosis 
and progress, it offers a high rate of cure. It 
acts by: 

(a4) Diluting the intranasal secretions; 

(4) Loosening viscid sticky secretions; 

(c) Replacing infected material by saline. 

Silver proteinate can be used once or twice 
in cases of very sticky secretions. Antibiotics 
in the saline can be used, but saline on its 
own has been so effective that the use of anti- 
biotics is unnecessary. 

At this stage, for any resistant cases which 
have failed to respond to the displacement 
therapy, a proof puncture with antral lavage 
should be done. Crookes* introduces his Licht- 
witz cannula under local anaesthesia and has 
found great success with this method. Most 
young children in this country are refractory 
to this procedure, and general anaesthesia is 
preferred. After introduction of a No. 7.5 
cannula, 2 mm. bore polythene tubing should 
be introduced along the lumen of the cannula, 
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which is then removed. Repeated antral lav- 
age by this method is preferred to repeated 
proof puncture. Children are tolerant of this 
procedure. 

The outer end of the polythene tube can 
be cut short and safely tucked into the nostril 
without being noticeable. Treatment is am- 
bulant and the tube can be left in until the 
return flow is free of any secretions suggesting 
infection. 

Recently I have used soluble wide-field 
antibiotics (Erythrocin, Abbott or Terramycin, 
Pfizer) preceded by Rondase (Evans) to pro- 
mote penetration through the thickened swol- 
len mucosa, as the bacteria lie in the sub- 
epithelial layers. The polythene tube can be 
left in for a period of up to 5 weeks if neces- 
sary, and should not be removed until a week 
has elapsed from the last clear return. Anti- 
biotics will not be required after the first week, 
as by then the return fluid is beginning to 
clear in most cases. It has been popular prac- 
tice to leave the tube in for about 5 days only, 
but its use in a series of 15 cases has indicated 
the necessity for keeping the polythene tube 
in for anything up to 5 weeks, so as to get a 
clear return and ensure no recurrence. The 
polythene tube has not been lost in a single 
case, and no complications have arisen from its 
presence for this length of time. In some cases 
mild facial neuralgia may occur from pressure 
of the polythene tube after a period of 3 weeks. 
Slight withdrawal of the tube will relieve this. 
The progress of the case can be clearly observed 
from examination of the returned fluid. 

Prognosis can be accurately assessed. Very 
few cases will fail to respond to this form of 
therapy. If there are any, we have the best 
indication for surgery, because this method of 
treatment amounts to something even better 
than the best antrostomy. 

At the tonsil and adenoid operation under 
general anaesthesia it is most opportune to 
insert a polythene tube in all cases where 
grossly purulent pus is found on proof punc- 
ture. Operators will frequently be surprised 
to find that lavage will be necessary for periods 
of 7-14 days to ensure a clear return. 

Case 1. A European male of 14 years developed 
an acute, purulent infection of the right antrum and 
ethmoid following a cold. After about 8 days he 
began to develop a right proptosis with a severe 
headache and double vision. The infection had 
broken through the orbito-ethmoidal plate into the 


orbital tissues, causing a peri-orbital cellulitis. The 
child appeared ill. Proof puncture was done under 


local anaesthesia and abundant green thick muco- 
pus was washed from his right antrum, a polythene 
tube was inserted, he was hospitalized and given 
intensive supportive treatment. Lavage was carried 
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out daily with the instillation of a penicillin solu- 
tion. The tube remained in for a period of 18 
days, but the patient was discharged from hospital 
after 10 days with the tube in position. A Proetz 
displacement was not attempted in this case in case 
the area of break-through into the orbit had noe 
firmly sealed off. The patient made a complete 


A female child, 7 years old, gave a 
history of deafness for over one year. This proved 
to be due to a chronic bilateral secretary otitis media 
with fluid in both middle ears. Under general 
anaesthesia a double paracentesis was done, with 
aspiration of thick viscid secretion. Adenoidectomy 
followed by double proof puncture with insertion of 
a polythene tube was performed. The return fluid 
was laden with viscid, stale, muco-purulent secretion 
on both sides. The child was ambulant after 4 days 
and treated thus for a period of 3 weeks before a 
spotlessly clean return flow was obtained. The child 
co-operated well and hearing returned to normal. 
The hearing was still normal 3 months later. One 
should not be tempted to remove the polythene tube 
too soon in any complicated case. 

Case 3. A European female child 14 years old 
was referred by a dentist. The child had a chronic 
nasal obstruction causing dental malformation. Aller- 
gic signs with bilateral opaque antra were tound, 
causing marked nasal obstruction. 

The history was of many years’ standing and a 
multitude of chemicals had been poured down her 
nose, which aggravated her condition. Under general 
anaesthesia a very large adenoid pad was removed 
and tubes were introduced as the antral return flow 
was laden with thick muco-pus. Drainage was neces- 
sary for 14 days. The nasal airway was consider- 
ably improved, and anti-allergy therapy was insti- 
tuted from the beginning, as is necessary in cases 
where allergy is diagnosed. 

Although much success has been achieved 
in the treatment of complicated cases of sinu- 
sitis, even more gratifying are the results in 
chronic, simple, purulent infections of the 
antra and ethmoids. It is also advisable to 
do at least one displacement treatment on the 
ethmoid and the sphenoid, despite a normal 


X-ray of this region. 
SUMMARY 


Chemical rhinitis can be set up by the in- 
judicious use of nasal vasoconstrictors. An 
allergic-like condition of the mucosa develops, 
with marked nasal obstruction. 

Acute nasal infections in children respond 
well to most antibiotics used in conjunction 
with the usual local and general supportive 
measures. 

Chronic infections require either displace- 
ment therapy (Proetz) or extended antral 
drainage obtained by the introduction of poly- 
thene plastic tubing through an ordinary proof 
puncture needle. The polythene tube, tucked 
into the nostril, lies unnoticed while the 
patient is ambulant, and is allowed to do his 
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normal schooling. It may be necessary to com- 
bine this treatment with displacement therapy. 
At least one displacement should be done to 
check on the posterior cell group. The results 
in a limited series have been most gratifying. 
Even complicated cases have been treated by 
this conservative method with good results. 

The treatment of chronic purulent sinusitis 
in children is to-day essentially conservative. 

Three interesting cases are described. 

Because of its recognized high incidence, 
nasal allergy should constantly be sought for 
in all nasal conditions where stuffiness and 
obstruction are complained of. 


OPSOMMING 


Chemiese neusslymvliesontsteking kan teweeggebring 
word deur die onoordeelkundige gebruik van vaat- 
vernouers vir die neus. ’n Allergies-agtige toestand 
van die slymvlies ontstaan, met opvallende opstruk- 
sie van die neus. 

Akute neusinfeksies by kinders reageer goed op 
die meeste antibiotica as hulle gebruik word saam 
met gewone plaaslike en algemene ondersteunings- 
maatreéls. 
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Chroniese infeksies vereis Of verplasingsterapie 
(Proetz) of langdurige antrumdreinering wat bewerk- 
stellig word deur die insteking van ’n poliéteen- 
plastiekbuis deur ’n gewone proef-punksienaald. Die 
poliéteenbuis, weggesteek in dic neusgat, lé onop- 
gemerk daar onderwyl die pasiént rondloop en toe- 
gelaat word om sy normale skoolwerk voort te sit. 
Dit kan nodig wees om hierdie behandeling met 
verplasingsterapie te verenig. Ten minste een ver- 
plasing moet gedoen word om die agterste selgroep 
te kontroleer. Die resultate in ‘n beperkte reeks 
gevalle was besonder bemoedigend. Selfs ingewik- 
kelde gevalle is met welslae volgens hierdie kon- 
serwatiewe metodes behandel. 

Die behandeling van chroniese etterende sinus- 
ontsteking by kinders is vandag essensieel konser- 
watief. 

Drie interessante gevalle word beskryf. 

Weens die erkende hoé voorkoms daarvan moet 
daar altyd na neusallergie gesoek word in alle neus- 
toestande waar die pasiént oor verstopping of ob- 
struksie kla. 
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NOTES AND NEWS - BERIGTE 


Ett LILLy MEDICAL RESEARCH FELLOWSHIP 
(SOUTH AFRICA) 


Dr. W. du T. Naude has been appointed to this 
Fellowship for 1957. 

Dr. Naude is on the staff of the Bacteriology 
Section of the Department of Pathology of the 
University of pe 
Town Medical School 
and is also attached to 
the C.S.1.R. Virus Re- 
search Unit in _ that 
Department. He ob- 
tained his B.Sc. degree 
at the University of 
Stellenbosch in 1937 
and graduated the fol- 
lowing year as M.Sc. 
(cum laude) in Chemis- 
try. 

During World War 

II he was engaged in 

work on chemical war- 

& fare, having served in 

the 99th Technical 

Works Company, S.A.E.C., and later in the C.D. 
Factories, U.D.F. 

He obtained his M.B., Ch.B. degrees in 1949 and, 
after completing his internships, he joined the staff 
of the Department of Pathology of the University 
of Cape Town in 1951. 

Dr. Naude will hold the Lilly Research Fellowship 
in the Department of Dr. Dulbecco of Pasadena, 
California, U.S.A. 


Mr. Isidore Robins, F.R.F.P.S. (Glas.), F.R.C.S. 
(Edin.), has commenced practice as a specialist sur- 
geon at 107 Medical Centre, Voortrekker Street, 
Germiston (Telephone: 51-1720) and 35 Pasteur 
Chambers, Jeppe Street, Johannesburg (Telephone: 
23-6901). 


Dr. C. van Waalwijk van Doorn has been joined in 
partnership by Dr. Pincus Catzel, M.B., B.Ch. 
(Rand), M.R.C.P. (Edin.), D.C.H. (Eng.), in his prac- 
tice as a specialist in diseases of children, at 401 
Medical Centre, Pretorius Street, Pretoria. (Tele- 
phones: Rooms: 2-0302; Residence: 4-3284.) 
* * 
Dr. L. J. A. Loewenthal has returned from a visit 


to Europe. While overseas he attended the Inter- 
national Congress of Dermatology in Stockholm. 
* * * 


IN MEMORIAM: Dr. G. v. R. MOSTERT 
We deeply regret to record the death of Dr. 
G. van R. (Bertie) Mostert. 

Dr. Mostert, at the time of his death, was on 
the staff of the Pretoria General Hospital. He was 
formerly in private practice in Pretoria. 

ABORTION IN JAPAN 
In Japan, where abortion is the recognized method 
of birth control, the Welfare Ministry has reported 
that in 1955 there wére 1,170,143 legal abortions 
and 1,727,040 births—about two abortions for every 
three births. 
(From Time, 17 September 1956, p. 27). 
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ARTERIOGRAPHIC STUDIES 
IN PERIPHERAL VASCULAR DISEASE 
Eric SAMUEL, M.D., F.R.CS., F.F.R., D.M.R.E., 

CECIL KOMINS, M.B., Cu.B., D.M.R., 


MICHAEL DENNY, M.B., CH.B., D.M.R. 
and 


LEON Morris, M.B., B.CuH., D.M.R.D., R.C.P. & S. 
Johannesburg 


(Continued from p. 440) 
CLINICAL INDICATIONS FOR ARTERIOGRAPHY 


These are: 

1. Aneurysms and obstructions of the larger 
vessels. 

2. Generalized atherosclerotic disease. 

3. Primary popliteal thrombosis. 

4. Stenosing arteriopathy of Hunter's canal 
(Palma’s syndrome). 

5. Buerger’s disease. 

6. Arterio-venous fistulae of the main ves- 
sels. 

7. Congenital arterio-venous fistulae and 
phlebectasia. 

8. Leriche syndrome. 


ARTERIAL ANEURYSMS AND OBSTRUCTIONS 
(Fics. 16-188) 


Aneurysms most frequently appear in the 
aorta or in the popliteal vessels. Less com- 
monly they occur in the common iliac vessels 
and still more rarely aneurysms, sometimes 
bilateral, are seen in the external iliac vessels 
in the vicinity of the inguinal ligaments. 

Generally speaking the radiological demon- 
stration of smali-necked aneurysms fresents no 
difficulty (Fig. 18c), but where a large 
aneurysm involving the full lumen of the ves- 
sel is present, the turbulence of blood flow 
within the aneurysm tends to obstruct the 
normal flow of blood and dye into the sac 
itself. Dye enters the sac slowly, often in 
insufficient concentration to provide a satisfac- 
tory radiographic image. On other occasions 
the efferent vessel is seen to be faintly out- 
lined. 

To determine the upper and lower limits of 
such an aneurysm, injection of dye from above 
and below is usually necessary. Direct punc- 
ture of the aneurysm (whilst producing a good 
radiographic image) is, in the authors’ opinion, 
dangerous and fails to provide the essential 


information regarding the state of the proximal 
vessel wall: Actual visualization of the 
aneurysm can be achieved by passing the 
catheter into the aneurysm itself. Where, how- 
ever, the aneurysm is of an exceptionally large 
size, the rapid dilution of the dye prevents 
an adequate demonstration of the abnormality. 

Arteriographic demonstration of the ana- 
tomical limits of aneurysms has assumed 
greater importance for two reasons, firstly in 
view of the success attending surgical excision 
and replacement by a graft and, secondly, to 
determine the relationship and extent of col- 
lateral vessels, e.g. where excision of a popliteal 
aneurysm is contemplated. 


LERICHE SYNDROME 


A striking feature of this disease, from the 
radiologist’s point of view, is that by the time 
the patient is referred for arteriographic 
studies, the thrombotic process has ascended 
almost to the level of the renal arteries. The 
reason for this is obscure, but may well be 
due to the fact that the insidious extension 
of the thrombosis allows an adequate lumbar 
collateral circulation to develop, and only 
when these large vessels are occluded do 
symptoms arise. 

The arteriographic picture varies. Where the 
superior and inferior mesenteric arteries serve 
as adequate collateral circulation, refilling of 
the distal vessels will be seen, but on occasions 
irrespective of the variation of the radiographic 
technique, no filling of distal vessels is ob- 
served. This phenomenon is presumably due 
to the presence of a very slow diffusion of 
dye through multiple small collaterals, not 
allowing an adequate concentration of the dye 
in a patent distal vessel. It is important, 
therefore, to realize that the absence of radio- 
graphic visualization of external iliac or 
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femoral arteries does not necessarily mean that 
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these vessels are occluded. If, therefore, there patency of the distal vessels. 


is sufficient aorta beneath the origin of the 
renal arteries to permit of a grafting procedure 


proximally, the surgeon should undertake an beneath the origin of the renal arteries. 


Fig. 16. Long lower abdominal aortic aneurysm 
successfully resected and replaced with a bifur- 
cation graft. 


Fig. 17. 
1. Beaded abdominal aortic aneurysm. 
2. Atherosclerotic change in the iliac arteries. 
3. Close proximity of the aneurysm to the renal arteries was considered by the surgeons to preclude 
resection and replacement with a graft. 
Fig. 18A. Aneurysm of the femoral artery. Direct puncture of hypertrophied profunda femoris artery 
illustrating adequacy of the collateral circulation. 
Note the reformed superior popliteal artery. 
Fig. 18B. Femoral artery aneurysm. (Spontaneous development in a young Bantu delivery hoy). 
1. Interruption of continuity of femoral artery. 
2. Massive lamellar thrombosis in the aneurysm. 
3. Clinically the appearance simulated a sarcoma of the soft tissues. 
Fig. 18C. Popliteal aneurysm arising from an atherosclerotic artery. 


exploratory examination to determine the 


Fig. 22c illustrates a case of the Leriche 
syndrome with complete occlusion immediately 
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Fig. 19A, Atherosclerotic tortuosity of the pelvic vessels with narrowing of the internal iliac arteries. 
The lumbar collaterals are commencing to hypertrophy. 


Fig. 19B. Occlusion of the right femoral artery in Hunter’s canal. Early change is present in the left 
femoral artery at the same level. (Continuation of case illustrated in Fig. 19A). 


Fig. 19C. Reformation of the right femoral artery at the level of Hunter’s canal. The occlusion, therefore, 
does not exceed an inch in length. 


Fig. 19D. Normal lower leg circulation. Cases of this kind with a brief history of claudication, a short : 
segment occluded and a good peripheral circulation, would appear to be the most suitable for grafting : 
operations. 


| 


452 Mepicat Procrepincs Meprese Byprags 14 September 1957 


femoral arteries does not necessarily mean that exploratory examination to determine the 
these vessels are occluded. If, therefore, there patency of the distal vessels. 

is sufficient aorta beneath the origin of the Fig. 22c illustrates a case of the Leriche 
renal arteries to permit of a grafting procedure syndrome with complete occlusion immediately 
proximally, the surgeon should undertake an beneath the origin of the renal arteries. 


Fig. 16. Long lower abdominal aortic aneurysm 
successfully resected and replaced with a bifur- 
cation graft. 


Fig. 17. 
1. Beaded abdominal aortic aneurysm. 
2. Atherosclerotic ep the iliac arteries. 


3. Close sapere aneurysm to the renal arteries was considered by the surgeons to preclude 
Fi f fh hied profi fe 
ig. 18A. Co of the femoral artery. Direct puncture o rtrophied profunda femoris arte 
Note the reformed superior nage artery 
Fig. 188. Femoral artery aneurysm. (S Bponeinons development in a young Bantu delivery boy). 
1. Interruption of continuity of femo 
2. Massive lamellar thrombosis in the aneurysm 
3. Clinically the appearance simulated a sarcoma of the soft tissues. 
Fig. 18C. Popliteal aneurysm arising from an atherosclerotic artery. 
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Fig. 19A. Atherosclerotic tortuosity of the pelvic vessels with narrowing of the internal iliac arteries. 
The lumbar collaterals are commencing to hypertrophy. 


Fig. 19B, Occlusion of the gh femoral artery in Hunter’s canal. Early change is present in the left 
femoral artery at the same level. (Continuation of case illustrated in Fig. 19A). 


Fig. 19C. Reformation of the right femoral artery at the level of Hunter’s canal. The occlusion, therefore, 
does not exceed an inch in length. 

Fig. 19D. Normal lower leg circulation. Cases of this kind with a brief history of claudication, a short 
segment occluded and a good peripheral circulation, would appear to be the most suitable for grafting 
operations. 
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ATHEROSCLEROTIC DISEASE (FIGS. for example, that complete occlusion of the 
19A-22B) internal iliac artery was frequently demon- 
strated without any clinical indication of its 

Probably one of the most important aspects of __ presence. 
arteriography has been the demonstration of Obstruction of the common iliac vessel at 
unsuspected obstructive lesions in relatively its origin was noted in other cases of arterio- 
large vessels. In this series it has been found, sclerosis, but by far the commonest site of 


Fig. 22C. Leriche Syndrome. Com- 
plete occlusion of the aorta immediate- 
ly beneath the origin of the renal 
arteries. Radiological demonstration 
of the leg circulation is difficult 
hecause of slow diffusion of the dye 
through the collateral circulation. 
Delayed and long exposures are of 
value. 
Fig. 22D. Thrombosis of the axillary artery in a patient who had used a crutch for many years following 
amputation of the leg. Note the marked collateral circulation. 

The patient complained of paraesthesiae. 
Fig. 23.A. Norma! pelvic circulation in a male aged 23. 
Fig. 23B. Occlusion of the right popliteal artery. This followed minor trauma. 
Fig. 23C. Delayed filling of the wane vessels in the right lower leg. The dye has cleared from the 
vessels in the lower left leg. Grafting is not possible. Release of fibrosis in the popliteal fossa would 
probably preclude upward spread of the thrombosis. 


. Fig. 20. 

1. Advanced atherosclerotic irregularity of the 3. Occlusion of the left internal iliac artery. 

pelvic vessels. 4. Stricture of the (right) external iliac artery. 
2. Aneurysm formation proximal to the origin of 5. Poor collateral development. 

the right internal iliac artery. 
Fig. 21A. Early atherosclerotic tortuosity of the pelvic vessels. 
Fig. 21 B. Short segmental occlusion of the left femoral artery at Hunter’s canal, with marked collateral 
circulation and reformation of the distal femorai artery. Investigation of the effect of a weil developed 
collateral supply of this nature on the flow in a bridging graft is necessary. 


Fig. 22A. 
1. Occlusion of the left common iliac arterv, 
2. Good collateral circulation. 
3. Reformation of the left femoral artery. 

Fig. 22B. 


. The reformed left femoral artery is demonstrated. 
. The linear velocity of flow on this side is slower than that on the right. 
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obstruction was in the femoral artery at the 
level of the adductor hiatus. Mavor!* has 
stressed the frequency of the obstruction at 
this site. 

Even when clinical assessment of the site 
of obstruction is possible, arteriography is still 
of importance as the extent of the thrombosis 
and the degree of reformation of the vessel 
below cannot be assessed by any other means 
(Fig. 22d). Incipient thrombosis, as indicated 
by nipping and narrowing of the vessel lumen 
without actual occlusion, can also be shown in 
arteriosclerotic states. In other cases the 
narrowing at the adductor opening due to 
compression fibrosis can be demonstrated and 
measures instituted for its relief. 
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PRIMARY POPLITEAL THROMBOSIS? AND 
STENOSING ARTERIOPATHY!? 


These lesions appear to have a common etio- 
logy in that they are probably caused by 
mechanical irritation. This view is not univer- 
sally held, but there appears to be strong evi- 
dence for citing a mechanical irritation as the 
primary etiological factor in young patients 
with obstruction at these sites. This being so, 
the urgency of early arteriography and reliev- 
ing surgery as advocated by Palma!® cannot be 
over emphasized. Delay almost certainly re- 
sults in an extension of the thrombus with a 
progressive occlusion of the origins of the col- 
lateral circulation. Two instances of primary 


Fig. 24.A. Over-filled moderately 
tortuous pelvic vessels in a male 
patient with a clinical history of 
Buerger’s disease. 

Fig. 24B. Delayed thigh film (15 
seconds). The dye has just reached 
the popliteal arteries, suggesting 
peripheral arteriolar obstruction. 
Fig. 25A. Normal to slender pel- 
vic vessels in a female patient 
giving a history of initial Ray- 
naud’s phenomenon in the upper 
arms and a subsequent pattern of 
Buerger’s disease in the lower 
limbs. 


Fig. 25B. 


1. Occlusion of the left femoral artery. 
2. Normal linear velocity of flow (7 seconds). 
3. Large vessel occlusion in Buerger’s disease. 


Fig. 26A. Acrocyanosis in a young Bantu male. Subclavian arteriogram taken at 3 seconds. Marked 
slowing of linear velocity of flow. The dye should normally have flooded the hand at this period. 
Fig. 26B. Same case as in Fig. 26A. Exposure at approximately 7 seconds. 

Note the disproportionate slowness in the progress of the head of the dye column. 
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popliteal thrombosis noted in this series were 
classical in that they occurred in young people 
after relatively minor trauma (Fig. 23b). Lan- 
non!! has observed an improvement in circu- 
lation following release of the fibrotic change 
in Hunter's canal. 


BUERGER’S DISEASE (FIGS. 24A—25B) 


Martin et al.!7 point out that isolated large ves- 
sel thrombosis is not an uncommon manifesta- 
tion of Buerger’s disease. In the cases of 
Buerger’s disease investigated, two types of 
angiographic picture have been noted. In the 
one group, where the main effects of the con- 
dition have involved the larger and not the 
smaller peripheral vessels, the appearances are 
those of thin major vessels showing a normal 
linear velocity, and a mild generalized spasm. 
Further, an associated Raynaud’s type of pheno- 
menon in the upper limbs may be found in 
this type of case. 


In the second type of case the peripheral - 


vessels are mainly involved and there is a 
gross decrease in the linear velocity of flow, 
which initially becomes apparent in the lower 
thigh region. A disproportionate slowness of 
flow is noted, sometimes requiring up to 30 
seconds for visualization of the vessels of the 
lower leg; also the more distal the dye, the 
slower the rate of flow. The proximal vessels 
tend to be over-filled and slightly dilated. The 
appearances suggest a marked peripheral resist- 
ance, possibly of an arteriolar nature. No evi- 
dence of vascular occlusion can be demon- 
strated radiologically in such cases and peri- 
pheral pulses are present, sometimes even in 
the presence of gangrene. 

Further investigation of this problem is 
necessary, and the need for arteriographic 
studies in Buerger’s disease soon after symp- 
toms appear is important, in view of possible 
successful grafting procedures. Hiertonn, Lund 
and Philipson* report one such successful case 
in a female patient with proved Buerger’s 
disease. 

Closely related to this latter picture is that 
obtained in Bantu patients showing evidence 
of gangrene or of vascular insufficiency. Clinic- 
ally, however, the picture of Buerger’s disease 
is not present. Arteriograms of this nature 
have been found in vascular insufficiency, in 
immersion foot and in acrocyanosis (Figs. 
26a, b). 

ARTERIOVENOUS FISTULAE OF LARGE 

VESSELS (FIGS. 27A,B) 


Catheterization is the method of choice for 
demonstrating anatomical aspects of these 
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malformations. With injection of the dye into 
the afferent artery, films are easily obtained, 
provided the first film is taken before the in- 
jection has been completed. Subsequent serial 


ri 27A, Arterio-venous aneurysm in the thigh. 
. Gross enlargement of the iliac arteries and veins. 


2 Note the aneurysmal venous dilatation. 

3. Normal circulation on the right side. 

4. Timing approximately 3 seconds after commence- 
ment of injection. 

Fig. 27B. 

1. Marked enlargement of he femoral artery and vein. 

2. Arterio-venous aneurysm in the lower left thigh. 

3. Cirsoid malformation surrounding the communi- 
cation. 

4. Timing approximately 6 seconds after the commence- 


ment of the injection. 


exposures at 0.5 or 1 second intervals are of 
the greatest value in view of the rapidity of 
flow. Cirsoid malformation and varicosity at 
the site of communication often preclude a 
clear demonstration of the actual site of fis- 
tulae. 


CONGENITAL ARTERIO-VENOUS FISTULAE 
AND PHLEBECTASIA 


Both conditions have a clinical similarity, bu 
the presence of a hyperkinetic circulation in 
arterio-venous fistulae usually serves to differ- 
entiate the two conditions. Arteriography 


shows an atrophied arterial circulation in 
phlebectasia, a condition not uncommon in the 
Bantu. 

The work of Vogler and Gollman?> in Aus- 
tria has suggested the presence of two types of 
arterio-venous fistulae in the congenital type, 
one prestenotic and one post-stenotic. 


In the 
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prestenotic type, rapid filling of the veins is 
seen on arteriography, eliminated in the rever- 
sible stage by the intra-arterial administration 
of Hydergine. In the post-stenotic type, pre- 
liminary injection of Hydergine is required to 
demonstrate the fistulae arteriographically. 


DISCUSSION 


The value of arteriography in the field of vas- 
cular haemodynamics has yet to be fully appre- 
ciated. As already stated, initial steps in this 
direction have been taken by Gidlund.® Hum- 
phries, De Wolf and Le Fevre? have drawn 
attention to the value of arteriography in pre- 
dicting whether success will attend a grafting 
procedure, basing their prognosis on the length 
of the thrombosed segment, the state of the 
vessels and evidence of a good lower leg cir- 
culation. 

Further study of the haemodynamic prob- 
lems involved in the evolution of collateral 
pathways in various phases of the disease pro- 
cess will lead to an even greater accuracy in 
selecting ideal cases for grafting. 

The effect of established collateral pathways 
on the pressure and volume output within 
an artificial main stem artery graft requires 
further investigation. 

Analysis of the various patterns obtained 
during our vascular studies suggests 6 phases 
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in the natural history of obliterative vascular 
disease (Table 1). It is furthermore felt, al- 
though it yet remains to be proved, that in 
only certain phases of the disease process will 
replacement surgery stand any chance of suc- 
cess. Longland’s!> enumeration of the sequence 
of events in the evolution of the collateral cir- 
culation conforms to the variations of linear 
velocity of flow as demonstrated arteriographic- 
ally in different phases of the disease process 
as listed below : 


SUMMARY 


1. Attention is drawn to the need of early 
arteriography following initial symptoms of 
peripheral vascular disease. 

2. Palliative remedial surgical measures such 
as sympathectomy should be postponed until 
the information gained by arteriography is 
available. 

3. Comment is made on the success of pros- 
thesis surgery as dependent on early detection 
of the disease and limited involvement. 

4. The disease processes encountered are 
enumerated and attention is drawn to the 
need of arteriography in Buerger’s disease. The 
significance of early detection of stenosing 
femoral arteriopathy in the younger age group 
is noted. 


TasLe I 


Phase 1. 
Developing athero-sclerotic disease (sub-clinical). 
Irregular artery and normal linear velocity of flow. 


Phase 2. 
Symptoms of ischaemia. 
Poorly developed collaterals. 
Imminent localized occlusion. 
(Surgery indicated.) 


Phase 3. 


Acute exacerbation of symptoms or acute initial 


onset symptoms. 


(Surgery indicated depending on stage of 


collateral development.) 
Phase 4. 


Symptoms the same as in phase 3 or decreasing. 


In any phase there may be acute embolic 
and traumatic obstruction to the flow as a 
superimposed event. (Immediate surgery is 
indicated.) Early collaterals are shown 

>  arteriographically within 6 hours. 

This type of acute obstruction may, however, 
develop de novo in normal peripheral vessels, 
when the clinical and radiological picture 
is that of either phase 2 or phase 3. 


(Adequate collateral circulation with rapid linear velocity of flow.) 


Grafting unlikely to be successful. 
Phase 5. 

Symptoms absent or minimal. 

Revascularization of muscles. 


(Slowing of linear velocity of flow through collaterals.) 


Grafting unlikely to be successful. 
Phase 6. 

Terminal phase. 

Ascending thrombosis. 


Further peripheral episodes of thrombosis—-gangrene. 


4 
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5. The requirements of adequate arterio- 
graphy are outlined and the importance of 
proving the existence or otherwise of a main 
stem vessel distal to the obstruction is em- 
phasized. 

6. Our preference for the Seldinger percu- 
taneous catheter replacement technique to that 
of translumbar aortography is noted. 

7. The safety of the technique in respect of 
value of the information gained is commented 
upon. 

8. The need for further research into haemo- 
dynamic problems to obtain an accurate. selec- 
tion of cases for replacement surgery is noted. 

9. Based on patterns obtained during vas- 
cular studies, a table of sequence of the natural 
history of obliterative vascular disease is sug- 
gested. 

Attention is drawn to the possibility that 


surgery is successful only in certain phases of 


this disease process. 


OPSOMMING 


1. Die aandag word gevestig op die noodsaaklikheid 
van vroeé arteriografie volgende op die aanvanklike 
simptome van randstandige vaskulére kwale. 

2. Versagtende en genesende chirurgiese maatreéls 
soos simpatektomie behoort uitgestel te word tot 
tyd en wyl die inligting wat deur arteriografie opge- 
lewer word, beskikbaar is. 

3. Kommentaar word gelewer op die bewering 
dat die welslae van prostetiese chirurgie afhanklik 
is van die vroeé ontdekking van die siekte, en van 
die beperkte verbreiding daarvan. 

4. Die siekte-prosesse wat teégekom word, word 
uiteengesit, en die aandag word gevestig op die 
noodsaaklikheid van arteriografie in gevalle van 
Buerger se siekte.~ Die betekenisvolheid van die 
vroeé ontdekking van vernouende dy-arteriopatie by 
mense wat aan die jeugdiger ouderdomsgroep be- 
hoort, word beklemtoon. 

5. Die vereistes vir doeltreffende arteriografie 
word uiteengesit, en die belangrikheid daarvan om 
die bestaan of nie-bestaan te bewys van ’n_ hoof- 
stamvaat wat die verste van die obstruksie verwyder 
is, word benadruk. 

6. Daar word ook gelet op die voorkeur wat 
gegee word aan Seldinger se perkutane kateter- 
vervangingstegniek bo die tegniek van translumbale 
aortografie. 

7. Kommentaar word gelewer op die veiligheid 
van die tegniek in verhouding tot die waarde van 
die inligting wat dit oplewer. 

8. Die noodsaaklikheid vir verdere navorsing na 
hemodinamiese probleme om ’n akkurate seleksie 
van gevalle vir vervangingschirurgie te verkry, word 
benadruk. 

9. Aan die hand van die patrone wat in die 
loop van vaskulére studies verkry is, word ’n volg- 
ordetabel van die natuurlike geskiedenis van ver- 
skrompelende vaskulére siekte aan die hand gedoen. 

Die aandag word ook gevestig op die moontlik- 
heid dat chirurgie slegs sal slaag in sekere fases van 
hierdie siekteproses. 
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ADDENDUM 


Since this paper was submitted for publication 
we have had 3 cases of atherosclerotic disease 
in which marked decrease in velocity of flow 
was demonstrated. 

It is probable that this phenomenon is asso- 
ciated with widespread occlusion of smaller 
vessels, and is not related to any specific disease 
(e.g. Buerger’s disease), as was previously 
thought. 


We wish to thank Dr. Josse Kaye, Dr. Margaret 
Findlay and Dr. J. Clain for permission to reproduce 
illustrations of technique and of cases X-rayed in 
their departments. 

Our thanks are also due to the following col- 
leagues for permission to reproduce illustrations of 
cases referred by them for arteriography: Mr. A. 
Lee McGregor, Mr. J. Lannon, Mr. W. Girdwood, 
Mr. S. Kleinot, Mr. R. Fleming, Drs. J. Craig- 
Cochrane, R. Saner, M. M. Suzman, I. Kaplan, H. 
Horwitz and B. Bradlow. 

We are indebted to Miss M. Tompkins for many 
of the reproductions: 
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THE PROBLEMS OF CARDIAC ARREST 


R. A. FLEMING, O.B.E., M.B., MS., F.R.CS. 
Baragwanath Hospital, Johannesburg 


Cardiac arrest fortunately does not occur very 
often. There were 21 cases during 11,342 
operations at Baragwanath Hospital in 1956. 
When it does happen, however, its manage- 
ment becomes a problem of the greatest 
urgency, requiring clear thinking and pre- 
arranged, precise, positive action. 

To restore a patient to normal, treatment 
must be successful within 34 minutes of. the 
onset of arrest; interruption of cardiac function 
for longer than 34 minutes leads to permanent 
central nervous system changes and damage to 
psychic, sensory and motor behaviour. Periods 
of arrest for longer than 9 minutes indicate 
that life is unlikely to be prolonged for more 
than a short time. 

There is no doubt that neural, myocardial, 
hepatic and renal damage is proportional to 
the duration of the anoxia and carbon dioxide 
retention following on cessation of circulation. 
A brief review of information on this and 
allied problems will best underline these 
sombre facts. 

(a) In 1943 Rossen et al.! occluded the 
cerebral circulation in Man with a cervical 
pressure cuff inflated to 600 mm. Hg. Five 
seconds after complete occlusion the subject 
lost consciousness. ‘There was full recovery 
after complete occlusion for 100 seconds. 
Anoxic convulsions and_ electroencephalo- 
graphic changes in the form of large slow 
waves occurred after unconsciousness had 
supervened. 

These observers also calculated that the 
brain needs 1,400 c.c. of oxygenated blood per 
minute, i.e. one third of the average cardiac 
output. 

(6) Tureen?»3 studied the effects on the 
spinal cord of complete occlusion of the 
thoracic aorta in cats. His results can be sum- 
marized as follows, after complete occlusion 
for 15 minutes: 

1. Periods of occlusion up to 15 minutes were 
compatible with complete functional and histological 
recovery of the anterior horn cells. 

2. Motor and sensory functions usually recovered 
within 24 hours. 

3. Microscopic cell changes were present at 7 
hours and at their height by 72 hours. 

4. Nuclear changes, e.g. chromatolysis, etc. could 
occur and yet be followed by return to functional 
normality. 


5. The supporting tissue reaction was one of vaso- 
dilatation and proliferation (i.e. inflammatory), and 


there was a time lag before it appeared. This sug- 
gested that the nuclear changes were directly due 
to the anoxia and not an influence of the support- 
ing tissue reaction. 

6. Microscopic appearances were normal by the 
sixth day. 


These findings in cats cannot be directly 
applied to human beings but it is worthy of 
note that the writer occluded the aorta for 19 
minutes during an abdominal aortic thrombo- 
endarterectomy without any deleterious after- 
effects. However, this does not really help 
the analysis much, because this patient must 
have had a very considerable collateral circula- 
tion. 

(c) Greenfield,4 reviewing the effects of 
anoxia on the neural tissues, suggested that 
the order of vulnerability of the nerve cells 
was as follows: 

1. The smaller pyramidal cells of the cortex. 

2. The Purkinje cells. 

3 The cells of the retina, medulla and the 
spinal cord. 

Greenfield also concluded that cortical cells 
might be irreversibly damaged after 5 minutes 
of anoxia. 

(2) Howkins et al.5 recorded, in some con- 
siderable detail, the findings in a case of car- 
diac arrest. The patient died 26 days later. 
She was a healthy, married female, aged 32 
years, undergoing an uncomplicated operation 
for recurrent appendicitis and removal of a 
small ovarian cyst. The anaesthesia consisted 
of 0.5 g. pentothal, nitrous oxide and oxygen, 
with a spinal anaesthetic of 1.5 c.c. of heavy 
Nupercaine. 

Cardiac arrest for 10 to 11 minutes occurred 
towards the end of the operation and with- 
out preliminary venous congestion. Trans- 
abdominal cardiac massage for 7 minutes and 
intracardiac adrenaline were required before 
faint, regular cardiac impulses were generated, 
although these were rapidly followed by vigor- 
ous poundings of about 90 per minute. Some 
10 hours later the unconscious patient showed 
modified decerebrate rigidity. There was no 
appreciation of auditory or visual stimuli. She 
did respond to very strong painful stimuli, and 
when she was sufficiently disturbed, there was 
groaning and grinding of the teeth. Later, 
although the higher cerebral functions were 
in abeyance, the brain stem functions were 
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5. The requirements of adequate arterio- 
graphy are outlined and the importance of 
proving the existence or otherwise of a main 
stem vessel distal to the obstruction is em- 
phasized. 

6. Our preference for the Seldinger percu- 
taneous catheter replacement technique to that 
of translumbar aortography is noted. 

7. The safety of the technique in respect of 
value of the information gained is commented 
upon. 

8. The need for further research into haemo- 
dynamic problems to obtain an accurate. selec- 
tion of cases for replacement surgery is noted. 

9. Based on patterns obtained during vas- 
cular studies, a table of sequence of the natural 
history of obliterative vascular disease is sug- 
gested. 

Attention is drawn to the possibility that 


surgery is successful only in certain phases of 


this disease process. 


OPSOMMING 


1. Die aandag word gevestig op die noodsaaklikheid 
van vroeé arteriografie volgende op die aanvanklike 
simptome van randstandige vaskulére kwale. 

2. Versagtende en genesende chirurgiese maatreéls 
soos simpatektomie behoort uitgestel te word tot 
tyd en wyl die inligting wat deur arteriografie opge- 
lewer word, beskikbaar is. 

3. Kommentaar word gelewer op die bewering 
dat die welslae van prostetiese chirurgie afhanklik 
is van die vroeé ontdekking van die siekte, en van 
die beperkte verbreiding daarvan. 

4. Die siekte-prosesse wat teégekom word, word 
uiteengesit, en die aandag word gevestig op die 
noodsaaklikheid van arteriografie in gevalle van 
Buerger se siekte. Die betekenisvolheid van die 
vroeé ontdekking van vernouende dy-arteriopatie by 
mense wat aan die jeugdiger ouderdomsgroep be- 
hoort, word beklemtoon. 

5. Die vereistes vir doeltreffende arteriografie 
word uiteengesit, en die belangrikheid daarvan om 
die bestaan of nie-bestaan te bewys van ’n_hoof- 
stamvaat wat die verste van die obstruksie verwyder 
is, word benadruk. 

6. Daar word ook gelet op die voorkeur wat 
gegee word aan Seldinger se perkutane kateter- 
vervangingstegniek bo die tegniek van translumbale 
aortografie. 

7. Kommentaar word gelewer op die veiligheid 
van die tegniek in verhouding tot die waarde van 
die inligting wat dit oplewer. 

8. Die noodsaaklikheid vir verdere navorsing na 
hemodinamiese probleme om ’n akkurate seleksie 
van gevalle vir vervangingschirurgie te verkry, word 
benadruk. 

9. Aan die hand van die patrone wat in die 
loop van vaskulére studies verkry is, word ’n volg- 
ordetabel van die natuurlike geskiedenis van ver- 
skrompelende vaskulére siekte aan die hand gedoen. 

Die aandag word ook gevestig op die moontlik- 
heid dat chirurgie slegs sal slaag in sekere fases van 
hierdie siekteproses. 
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ADDENDUM 


Since this paper was submitted for publication 
we have had 3 cases of atherosclerotic disease 
in which marked decrease in velocity of flow 
was demonstrated. 

It is probable that this phenomenon is asso- 
ciated with widespread occlusion of smaller 
vessels, and is not related to any specific disease 
(e.g. Buerger’s disease), as was previously 
thought. 


We wish to thank Dr. Josse Kaye, Dr. Margaret 
Findlay and Dr. J. Clain for permission to reproduce 
illustrations of technique and of cases X-rayed in 
their departments. 

Our thanks are also due to the following col- 
leagues for permission to reproduce illustrations of 
cases referred by them for arteriography: Mr. A. 
Lee McGregor, Mr. J. Lannon, Mr. W. Girdwood, 
Mr. S. Kleinot, Mr. R. Fleming, Drs. J. Craig- 
Cochrane, R. Saner, M. M. Suzman, I. Kaplan, H. 
Horwitz and B. Bradlow. 

We are indebted to Miss M. Tompkins for many 
of the reproductions. 
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THE PROBLEMS OF CARDIAC ARREST 


R. A. FLEMING, O.B.E., MS., F.R.CS. 
Baragwanath Hospital, Johannesburg 


Cardiac arrest fortunately does not occur very 
often. There were 21 cases during 11,342 
operations at Baragwanath Hospital in 1956. 
When it does happen, however, its manage- 
ment becomes a problem of the greatest 
urgency, requiring clear thinking and pre- 
arranged, precise, positive action. 

To restore a patient to normal, treatment 
must be successful within 34 minutes of.- the 
onset of arrest; interruption of cardiac function 
for longer than 34 minutes leads to permanent 
central nervous system changes and damage to 
psychic, sensory and motor behaviour. Periods 
of arrest for longer than 9 minutes indicate 
that life is unlikely to be prolonged for more 
than a short time. 

There is no doubt that neural, myocardial, 
hepatic and renal damage is proportional to 
the duration of the anoxia and carbon dioxide 
retention following on cessation of circulation. 
A brief review of information on this and 
allied problems will best underline these 
sombre facts. 

(a) In 1943 Rossen et al.! occluded the 
cerebral circulation in Man with a cervical 
pressure cuff inflated to 600 mm. Hg. Five 
seconds after complete occlusion the subject 
lost consciousness. ‘There was full recovery 
after complete occlusion for 100 seconds. 
Anoxic convulsions and_ electroencephalo- 
graphic changes in the form of large slow 
waves occurred after unconsciousness had 
supervened. 

These observers also calculated that the 
brain needs 1,400 c.c. of oxygenated blood per 
minute, ie. one third of the average cardiac 
output. 

(b) Tureen?:3 studied the effects on the 
spinal cord of complete occlusion of the 
thoracic aorta in cats. His results can be sum- 
marized as follows, after complete occlusion 
for 15 minutes: 

1. Periods of occlusion up to 15 minutes were 
compatible with complete functional and histological 
recovery of the anterior horn cells. 

2. Motor and sensory functions usually recovered 
within 24 hours. 

3. Microscopic cell changes were present at 7 
hours and at their height by 72 hours. 

4. Nuclear changes, e.g. chromatolysis, etc. could 
occur and yet be followed by return to functional 
normality. 


5. The apps tissue reaction was one of vaso- 
dilatation and proliferation (i.e. inflammatory), and 


there was a time lag before it appeared. This sug- 
gested that the nuclear changes were directly due 
to the anoxia and not an influence of the support- 
ing tissue reaction. 

6. Microscopic appearances were normal by the 
sixth day. 


These findings in cats cannot be directly 
applied to human beings but it is worthy of 
note that the writer occluded the aorta for 19 
minutes during an abdominal aortic thrombo- 
endarterectomy without any deleterious after- 
effects. However, this does not really help 
the analysis much, because this patient must 
have had a very considerable collateral circula- 
tion. 

(c) Greenfield reviewing the effects of 
anoxia on the neural tissues, suggested that 
the order of vulnerability of the nerve cells 
was as follows: 

1. The smaller pyramidal cells of the cortex. 

2. The Purkinje cells. 

3, The cells of the retina, medulla and the 
spinal cord. 

Greenfield also concluded that cortical cells 
might be irreversibly damaged after 5 minutes 
of anoxia. 

(d) Howkins et al.5 recorded, in some con- 
siderable detail, the findings in a case of car- 
diac arrest. The patient died 26 days later. 
She was a healthy, married female, aged 32 
years, undergoing an uncomplicated operation 
for recurrent appendicitis and removal of a 
small ovarian cyst. The anaesthesia consisted 
of 0.5 g. pentothal, nitrous oxide and oxygen, 
with a spinal anaesthetic of 1.5 c.c. of heavy 
Nupercaine. 

Cardiac arrest for 10 to 11 minutes occurred 
towards the end of the operation and with- 
out preliminary venous congestion. Trans- 
abdominal cardiac massage for 7 minutes and 
intracardiac adrenaline were required before 
faint, regular cardiac impulses were generated, 
although these were rapidly followed by vigor- 
ous poundings of about 90 per minute. Some 
10 hours later the unconscious patient showed 
modified decerebrate rigidity. There was no 
appreciation of auditory or visual stimuli. She 
did respond to very strong painful stimuli, and 
when she was sufficiently disturbed, there was 
groaning and grinding of the teeth. Later, 
although the higher cerebral functions were 
in abeyance, the brain stem functions were 
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very active. Fits occurred, and wasting of the 
small muscles of the hand suggested that there 
was serious damage to the associated anterior 
horn cells. 

The macroscopic post-mortem findings in 
this case were: 

1. Bronchopneumoria and cystitis. 

2. The cardio-vascular system was normal 
to the naked eye, except for slight atheroma 
of the aortic valve. 

3. The sphenoidal and posterior ethmoidal 
sinuses contained pus. 

4. The skull and the dural sinuses were nor- 
mal and these sinuses contained post-mortem 
clots only. 

5. There was excess fluid in the subarach- 
noid spaces over the surface of the brain. 

6. There was slight widening of the sulci, 
especially in the parietal areas. 

7. There was no thrombosis or other abnor- 
mality in any superficial blood vessels. 

8. The brain and the spinal cord were nor- 
mal in colour and consistency. 

9. The central nervous system: 

(a) Generalized, moderate ventricular dilata- 
tion was present, with notable widening of the 
sulci, particularly over the insuiae. 

(6) There was slight thinning of the cortex, 
which was only 0.25 cm. thick in the frontal 
area. There was unusual pallor of the cortex 
in its outer part. 

(c) The basal ganglia showed no gross ab- 
normality apart from irregular areas of pallor, 
the largest being in the right corpus striatum. 

(d) There was greyish pink discoloration of 
the white matter adjacent to the calcarine 
cortex. 

(e) The cerebellum and the spinal cord 
showed no macroscopic abnormality. 

The microscopic findings were as follows: 

1. Lumbar Cord. Many of the anterior horn 
cells showed marked changes. Some were 
slightly shrunken and stained darkly, others 
were slightly swollen and stained more lightly. 
The latter had pale-staining, glossy cytoplasm 
and some showed powdery Nissl’s granules. 
The nuclei of most cells stained poorly and 
many had dark granules on the nuclear mem- 
brane. There were no gross changes in the 
supporting glial tissue. 

2. Thoracic and Cervical Cords, Medulla 
and Pons. Generally speaking, the morbid 


changes seen in these areas were similar to 
those in the lumbar region, save that they were 
much less abnormal in the cervical cord. 

3. Cerebellum. The Purkinje Cells were 
much reduced in number and many empty 
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baskets were seen. The remaining cells 
showed faintly normal Nissl pictures. There 
was a degree of gliosis in the molecular layer, 
and a corresponding increase in the number 
of microglia in different areas of the cerebellar 
cortex. No gross changes were seen in the 
granule cells or in the dentate nucleus. 

4. Basal Ganglia, Here extensive and severe 
changes consisted of irregular focal areas of 
necrosis in the caudate and putamen nuclei. 
There was also well advanced vascular proli- 
feration. Masses of fat-granular cells were 
present in the centres of these foci. More 
peripherally many microglial cells were seen in 
all stages of activity. There was well marked 
proliferation of fibrillary astrocytes around the 
outskirts, with increase in glial fibre network. 
In the thalamus large areas were devoid of any 
nerve cells. All the local astrocytes had swollen 
cell bodies from which thick fibrous processes 
radiated. 

The whole picture was characteristic of an 
early stage of organization of an area of 
necrosis into a cerebral cicatrix. 

5. Cornu Ammonis. There was great loss 
of pyramidal cells in these areas with micro- 
glial and astrocyte proliferation. The astro- 
cytes had swollen bodies with thick fibrous 
glial fibres radiating from them. The pyra- 
midal cells showed shrinkage, nuclear eccen- 
tricity and nuclear membrane indentation. 

6. Pre-Central Cortex. Here there was very 
great loss of nerve cells; only the Betz cells 
were recognizable and these were reduced in 
number and size, with gross nuclear changes. 
A marked degree of gliosis and myelin sheath 
degeneration had occurred. 

7. Frontal Cortex, Superior Temporal Gyrus 
and Occipital Cortex. The changes in these 
regions were similar to those in the pre-central 
cortex. 

In all sites where the pyramidal cells showed 
severe chromatolysis, Bielschowsky staining 
revealed a breaking up of neurofibrils within 
the cells. The damage to the occipital cortex 
and the superior temporal gyrus was so severe 
that blindness and deafness were inevitable. 

The findings of these writers emphasize the 
severe structural changes caused by the anoxia 
following cardiac arrest. 

(e) Beck et al® reported a case of cardiac 
arrest due to myocardial ischaemia which 
recovered completely after cardiac massage and 
defibrillation. Obviously, such successes are en- 
tirely dependent on a not too extensive myo- 
cardial lesion, a suitable environment when the 
tragedy occurs, e.g. a hospital, and a pre- 
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organized plan of action, equipment, etc. on 
the part of the medical attendant. 

Cardiac arrest generally seems to occur in 
the early stages of anaesthesia, i.e. before the 
actual operation has begun, or towards the end 
of the operation. There is a failure of respira- 
tion and circulation in the tissues, and anoxia 
and carbon dioxide retention both play a part 
in the changes which ensue. The circulatory 
failure is of primary importance, and any type 
of artificial respiration in the absence of a cir- 
culation is a futile waste of precious time. In 
the writer’s experience, cardiac arrest patients 
who will make a major recovery, recover from 
the symptoms of the anoxia within 24 hours; 
and the shorter the duration of these the more 
complete the recovery. The morbid cardiac 
state manifests itself as complete lack of con- 
traction or as ventricular fibrillation. These 
may be sequential features; their management 
is considered fully in the section dealing with 
active treatment. 

There is therefore a need for: 

(a) A close watch on the patient’s condition 
by the anaesthetist so that cardiac arrest can be 
spotted immediately it occurs. 

(4) Diagnosis of this condition must be 
made as soon as the carotid pulse cannot be 
palpated or auscultated, and preparations to 
open the thorax should begin at this moment. 
Obviously, in intrathoracic operations the state 
of the heart can be observed and the organ 
palpated and in intraabdominal operations 
the anaesthetist’s diagnosis can be confirmed 
by inspection and palpation of the aorta and 
the cardiac pulsation through the diaphragm. 
For this criterion of cardiac arrest, the anaes- 
thetist should make all his pulse observations 
from the carotid throughout the operation. 
The writer admits that, by using this criterion, 
several chests may be opened needlessly; but 
in true cases valuable time will be saved and 
not frittered away on multiple auscultations, 
etc. by several persons over the precordium, 
useless peripheral injections and the other aim- 
less panic procedures which always seem to 
occur instead of a definite decision. 

(c) The surgeon-anaesthetist team must have 
some pre-arranged scheme of action to deal 
with the problem. 

(d) The special apparatus, drugs, etc. must 
be ready and available at all times in the 
operating theatre. 


ETIOLOGICAL FACTORS 


(a) Anoxia. Absolute and relative anoxia 


must be avoided at all costs during the opera- 
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tion. It should be remembered that children 
and the aged do not tolerate hyperventilation, 
regardless of the oxygen content of the anaes- 
thetic. Likewise, ‘spillage-over’ into the 
sound lung caused by pulmonary manipulation 
during thoracic operations remain a potent 
cause of anoxia in this field of surgery, not 
complely solved by ‘cuffed en”otracheal tubes ’, 
pre-operative bronchoscopic suction, etc. Apart 
from the obvious interference with the vital 
tissue metabolism, relative anoxia causes in- 
creased secretion of adrenaline into the circu- 
lation and thus may cause myocardial and car- 
diac conducting system hyperirritability and 
possibly their ultimate inhibition. In a similar 
way, as well as directly, anoxia may sensitize 
the carotid sinus and aortic arch receptors and 
so upset cardiac action. Lack of oxygen poten- 
tiates the known harmful pharmacological 
effects of many anaesthetic drugs and the in- 
hibition effects of traction on the vagus nerve. 

(b) Type of Anaesthetic Agent. Most 
anaesthetics produce cellular anoxia and if this 
is increased by overdosage or by other causes 
of anoxia, irreversible damage may be caused 
to important cells, e.g. those of the nervous 
system, the myocardium, the liver, the kidneys, 
etc. Some anaesthetics, e.g. chloroform, ethyl 
chloride, cyclopropane, etc. apart from their 
own toxic effects, are known to hypersensitize 
the myocardium to the action of circulating 
adrenaline. Nitrous oxide mixtures need a 
very big proportion of this gas to produce an 
adequate effect; therefore there is a big danger 
of relative anoxia. 

Three of the writer's cases of cardiac arrest 
in the last 18 months occurred when muscle 
relaxant drugs were used to supplement the 
anaesthesia. Whereas it is undesirable to dis- 
parage this very useful adjunct to anaesthesia. 
it is nevertheless a disturbing theoretical fact 
that these agents, by ganglionic blockage, can 
decrease the peripheral vascular resistance and 
cause blood stagnation in the vast muscular 
capillary bed. This can lead to decreased car- 
diac filling, anoxia, cardiac failure, etc. Spinal 
anaesthesia may have similar effects. 

Hypotension is another of the modern 
anaesthetist’s problems. Here there is an in- 
tentional reduction of the patient to a dan- 
gerous anoxic state. It is admitted that, in 
some fields, hypotensive surgery is very neces- 
sary, but it should be avoided in older patients 
and in chronically toxic and anaemic patients, 
because their tissue cells have no reserve with 
which to make a complete recovery. 
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(c) Mechanical Stimulation of the Vagus 
Nerve. Vagal stimulation by pulling on the 
stomach, omenta; by clumsy manipulations in 
the pharynx and larynx, etc. can lead to inhibi- 
tion and cardiac arrest. There seems some 
doubt in the current literature about the pre- 
disposing role of anoxia. The thoracic portion 
of the vagus nerve is very much less sensitive 
to mechanical stimulation than is the abdom- 
inal portion. 

(f) Kihn’ has recently published a very in- 
teresting paper on this whole subject. 


CLINICAL FEATURES 


The anaesthetist should observe : 

1. Loss of carotid pulsation. 

2. Collapse of blood pressure. 

3. Cyanosis. 

4. Preceding neck vein congestion may or 
may not occur. 

The surgeon should observe : 

1. Loss of arterial or cardiac pulsation. 

2. Cyanosis and venous ooze. 

3. Coldness of the wound area. 


TREATMENT 
1. PROPHYLAXIS 


(a) Pre-Operative Measures : 

1. Investigation and treatment of any exist- 
ing anaemia, diabetes mellitus, renal dysfunc- 
tion, etc. 

2. Investigation and treatment of cardio- 
vascular and pulmonary pathology. In these 
cases breathing exercises, postural drainage, 
aspiration of secretions, etc. are vitally neces- 
sary, particularly if cavitation is present or 
suspected. 

3. Routine breathing exercises are beneficial 
for all patients. 

4. Atropine should be included in all pre- 
medication combinations. 

5. Choice of the appropriate anaesthetic 
agent. 

6. The operation must not start until the 
patient is adequately anaesthetized, fully oxy- 
genated and the effects of any relaxant drugs 
have been assessed and the anaesthetist is fully 
conversant with the patient’s reaction to them. 

7. Blood drips must be functioning properly. 

(4) During the Operation: 

1. The surgeon must anticipate blood loss 
and counter this immediately by speeding up 
the blood drip. Large acute blood losses are 
very potent causes of serious anoxia. 


MEDICAL PROCEEDINGS * MEDIESE ByDRAES 


14 September 1957 


2. All tissues should be handled with great 
gentleness. 


3. The same anaesthetist should conduct the 
whole anaesthesia. If, for any reason, this is 
impossible, the new anaesthetist must be given 
a detailed report of the patient’s progress up 
to date and be perfectly au fait with the situa- 
tion before the former anaesthetist leaves the 
theatre. 


4. An unobstructed airway and full oxygen- 
ation must be maintained throughout the oper- 
ation, and a suction apparatus must always be 
at the anaesthetist’s disposal. 

5. At no time should any part of the anaes- 
thetic arrangements be left in the care of a 
person unskilled in anaesthetic technique. 


2. ACTIVE TREATMENT 


Cardiac Arrest Drums. The object of these 
drums is to have all the instruments, apparatus, 
drugs, etc. necessary for active treatment of 
cardiac arrest ready and immediately available 
for use. One of these drums must always be 
present in every theatre during an operation. 
They should be distinctively identified by a 
broad black tape sewn to the handle. They 
should be sterilized after use and weekly. 

Contents : 

(a) Six operation towels. 


(4) Two B.P. handles with No. 4 blades in 
situ, 

(c) One pair of bone cutting forceps. 

(a) Two dissecting forceps with teeth. 

(e) Twelve 74” S.W. haemostats. 

(f) A selection of hypodermic and exploring 
needles. 

(g) Two each of 20 cc, 10 cc. and 5 c.c. 
syringes. 

(h) One chest wall self-retaining retractor. 

(¢) Four dark brown bottles, each containing 
0.5 cc. of 1/1,000 adrenaline, plus 9.5 c.c. of 
1% procaine. 

(j) Four dark blue bottles, each containing 
5 cc. of 2% procaine. 

(k) Two dark green bottles, each containing 
5 cc. of 10% calcium chloride. 

N.B. These bottles should be prepared 
under sterile conditions, placed in sterile plastic 
or cloth bags, and put in the top layer of the 
drum after the other contents have been 
sterilized. 

(1) Two padded malleable silver electrodes, 
25 sq. cm. in size, for attachment to the elec- 
trical defibriilating machine. 
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SCHEME FOR THE MANAGEMENT OF 
CARDIAC ARREST 


N.B, External artificial respiration and peri- 
pheral stimulant injections are a waste of pre- 
cious time if the circulation has failed. 

1. Turn the patient on to his back. 


2. Adopt a high Trendelenburg position of 
the table. 

3. Intubate, if this has not been done before, 
and begin artificial respiration through the 
tube with 100% oxygen. 

4. Meanwhile, the assistant surgeon should 
fill the 20 c.c. syringe with 10 cc. of the 
prepared adrenaline-procaine mixture, fit a 
long exploring needle and insert this either 
upwards through the left xiphi-costal angle or 
through the fourth left intercostal space 1 
inch from the lateral margin of the sternum 
into the left ventricle. Some blood should be 
withdrawn and then the syringe contents in- 
jected into the ventricle. 

5. Immediately this injection has been 
given, the thorax should be opened in the 
fourth left interspace, the fourth and fifth 
costal cartilages divided, the pericardium 
opened and cardiac massage begun. (The peri- 
cardium is opened to permit inspection of the 
behaviour of the myocardium). 

Details Regarding Cardiac Massage. (a) The 
massage should be done by pressure of the thenar 
eminence and the palmar surface of the hand (digits 
have perforated the ventricular wall during this 
procedure) and should be from the apex towards 
the base. The efficiency of this mechanical pumping 
can be gauged by the anaesthetist registering pulsa- 
tion at the carotids. 

(b) The rate of massage should be judged by the 
rate of ventricular filling and is usually about half 
the heart rate, i.e. 36-40 per minute. 


(c) The compression phase should be gradual and 
the relaxation phase be abrupt. 


(d) Stop massage after 2 minutes to see if signs 
of spontaneous contraction are returning. 

6. If there is no response after 2 minutes, 
repeat the adrenaline-procaine injection and 
continue the massage. 

7. If there is still no response after 3 
minutes, repeat the above-mentioned injection 
and continue the massage. 

8. The aorta should be firmly compressed, 
either through the thorax or the abdomen, thus 
helping the massage to get blood into the 
coronary and cerebral systems. This is very 
valuable and should be used as a deliberate 
procedure. 

9. The blood drip should be speeded up 
with positive pressure. 
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VENTRICULAR FIBRILLATION 


Definition. This is a morbid state in which 
the coordinated cardiac sequence is suspended 
and the ventricular myocardium exhibits a 
minute but ineffectual twitching movement. 

Anoxia produces an increase in cardiac fre- 
quency and increased impulse formation at the 
sino-atrial node. This is the direct result of 
the stimulating effects of anoxia on the sino- 
atrial node. As the anoxia continues, the 
venous filling becomes reduced and the stretch 
reflex is lost, the period of systole decreases, 
the systolic and pulse pressures fall and the 
general myocardium is depressed. Finally, im- 
pulse formation at the sino-atrial node ceases, 
conducting time in the bundle of His is de- 
pressed, and the site of origin of the cardiac 
impulse changes from the sino-atrial node to 
the atrio-ventricular or to any point on the 
conducting system, giving rise to an irregular 
rhythm. The myocardium may revert to its 
primitive independent contractility, and finally 
all activity ceases. 

Ventricular fibrillation is a frequent com- 
plication of cardiac resuscitation, almost as 
though the above sequence was reversed, the 
quiescent, flabby heart passing through the 
stage of ventricular fibrillation to regular, co- 
ordinated, if feeble, beating. These fibrillations 
must be arrested and this is best done by pro- 
ducing a complete contraction. If the heart 
muscle has good tone and is fibrillating, 5 c.c. 
of 2% procaine should be injected into the 
left ventricle and the heart massaged. If the 
muscle is soft and flabby and is fibrillating, 5 
c.c. of 10% calcium chloride should be so 
injected and the massage continued. In either 
event the condition can also be treated with 
a heart defibrillating machine. 


ESSENTIALS FOR THE USE OF THE HEART 
DEFIBRILLATING MACHINE 


Two padded silver electrodes, 25 sq. cm. in 
area, are moistened in normal saline and ap- 
plied to the anterior and posterior surfaces of 
the heart. It is safer if the surgeon and the 
assistant surgeon each hold one electrode. An 
electric current of 180 volts through a 60 
cycle alternating current is applied for 0.1-0.2 
second. This makes the heart contract violent- 
ly. Most machines allow the current to pass 
for a fixed period of the above-mentioned 
duration and it cannot be repeated until 
another interval of time has transpired. Except 
for the contraction period, cardiac massage 
must be continued. If no response occurs, the 
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current should be increased to 200 volts and 
the shock applied again after a half-minute 
interval. If there is still no response after a 
further half minute, repeat the shock at 220 
volts. The patient should be secured on the 
table during the shock stimulations. Should 
no cardiac response occur after 3 shocks, this 
form of therapy is unlikely to be successful, 
and full reliance must be placed on massage 
together with the afore-mentioned drug 
therapy. 


WHEN TO CLOSE THE THORACIC WOUND 


It is safe to close the thoracotomy wound 
when : 

1. The respirations are spontaneous and 
reasonably normal. 

2. The pulse, for over 3 minutes observa- 
tion, is regular, the beats are equal in power 
and there is a good pulse pressure. 

3. The blood pressure is satisfactory: a sys- 
tolic of over 100 mm. Hg with a good pulse 
pressure. 

4. There is no cyanosis or obvious venous 
congestion. 

It may be wise to neutralize any relaxant 
drug used earlier in the operation, and the 
blood pressure may have to be sustained by 
noradrenaline. 

SUMMARY 


The problems of cardiac arrest during opera- 
tion are discussed in full, and the relevant 
literature is reviewed so as to emphasize the 
very brief period available for positive, effec- 
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tive treatment and the far-reaching effects of 
the consequent anoxia. 

A definite criterion of clinical identification 
of cardiac arrest is proffered, viz. inability to 
palpate or auscultate pulsation in the carotid 
arteries. 

It is suggested that this is the moment to 
put into action a pre-arranged, prepared 
scheme of management. 

Such a definite scheme is outlined in detail. 


OPSOMMING 


Die probleme wat opgelewer word as die hart tydens 
’n operasie gaan staan, word volledig bespreek, en 
die leesstof wat op hierdie vraagstuk betrekking 
het, word in oénskou geneem om klem te laat val 
op die baie kort tydperk wat beskikbaar is vir 
positiewe, doeltreffende behandeling en die verrei- 
kende effek van die daaropvolgende anoksie. 

’‘n Definitiewe maatstaf vir kliniese identifikasie 
van hartstilstand word aan die hand gedoen, ol. 
die onvermoé om die klopping in die nekslagaar te 
bevoel of te beluister. 

Daar word aan die hand gedoen dat dit die 
oomblik is om ’n vooraf gereélde en voorbereide 
bestuurskema in werking te stel. 

So ’n definitiewe skema word breedvoerig beskryf. 
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ELECTROCARDIOGRAPHIC CASE BOOK 


L. SCHAMROTH, M.B., B.CH. (RAND), M.R.C.P. (EpIN.), F.R.F.P.S. 
Baragwanath Hospital and University of the Witwatersrand, Johannesburg 


and 


B. A. BRADLOW, M.D. (RAND), M.R.C.P., M.R.C.P. (EDIN.) 
General Hospital and University of the Witwatersrand, Johannesburg 


[The case records and the electrocardiograms in this series provide the reader with an 
opportunity for an exercise in electrocardiographic interpretation. 

In each case the history and the unmarked ECG is presented, so that the reader can 
make his own provisional diagnosis. On another page in this issue, additional clinical 
data, together with an annotated ECG, provide a diagnosis against which the reader 


can check his own interpretation.— Editor.] 


CASE No. 4 


History. A 47-year-old solicitor complained of 
a feeling of oppression in the ‘pit of the 


stomach’. This had been present for about 
12 hours. The feeling radiated substernally 
and across his chest. In addition, both his 
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arms ‘felt lame’. He vomited twice during 
this period and when the discomfort was at its 
height, he sweated freely. Two injections of 
100 mg. pethidine only partially relieved the 
pain. He had received no other medication 
and before this episode had been remarkably 
fit and well. 
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The electrocardiogram (recorded on the fifth 
day after commencement of the pain) is shown 
in Fig. 4. 


(Continued on p. 466) 


$2 AVR AVL AVF 


Fig. 4. Unannotated. 


OPERCULUM OF THE INFERIOR LACRIMAL PUNCTUM 


S. Erzine, M.B., Cu.B., D.O.MSS. 
General Hospital, Johannesburg 


Case Report: Mrs. B. complained of occasional 
watering of the right eye. The right inferior 
punctum was slit-like. An operculum or flap 
arose from the medial border of the lacrimal 
papilla and overlapped the punctum. The 
lacrimal passages were patent. The other 
puncta were normal. 

Discussion. The anlage of the naso-lacrimal 
passages is formed in the 34-day embryo by a 
thickening of the epidermis in the rudimentary 
naso-optic furrow. It is a solid plug of cells 
which soon separates from the surface (Fig. 1). 
The lacrimal canaliculi sprout from the upper 
end_of the naso-lacrimal anlage and reach the 
free border of the lids by the beginning of the 
third month (Fig. 2). Commencing lumen for- 
mation is noted at this stage and is usually 
complete at term (Fig. 3)! (J. Parsons 
Schaeffer). 

Defects which result from anomalous deve- 
lopment of the canaliculi include: 


NORMAL DEVELOPMENT 


aceEO A 


Figs. 1—6. 

A: Anlage of naso-lacrimal passages. 
C: Canaliculi. 

E: Epithelium. 

M: Membrane. 

O: Operculum. 
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(1) Absent puncti:?> The canaliculi fail to 
reach the surface epithelium (Fig. 4). 

(2) Atresia of the puncti: The canaliculi 
reach the surface but dehiscence of the con- 
junctival epithelium fails (Fig. 5). 

(3) Operculum of the punctum: In the case 
described, incomplete dehiscence of the con- 
junctival epithelium overlying the inferior 
punctum was thought to be the cause of an 
operculum (Fig. 6). 

SUMMARY 


A case of operculum of a lacrimal punctum is 
described and its embryological origin is dis- 
cussed. 
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OPSOMMING 


’n Geval van dekking van ’n traanpunt word beskryf 
en die embriologiese oorsprong daarvan word 
bespreek. 


REFERENCES 


J. Parsons (1912): Amer. J. Anat., 
2. Mann, I. (1937): Developmental Abnormalities 
of the Eye. Cambridge: University Press. 
3. Veirs, E. K. (1955): The Lacrémal System. New 
York: Grune & Stratton. 

4, > A. E. (1943): Arch. Ophthalmol., 29, 
767. 

5. 


Duke-Elder, S. (1952): Text Book of Ophthal- 
mology, Vol. V., pp. 4706-10. 


ELECTROCARDIOGRAPHIC CASE BOOK 


CASE No. 4 
(Continued from p. 465) 


Physical Examination. When first seen, he was 
in no obvious discomfort. His blood pressure 
was 130/90 mm. Hg,, and he did not appear 
shocked. The peripheral pulses were normal. 
The cardiac impulse was not felt. The heart 
sounds were distant and closed. A _proto- 
diastolic gallop rhythm was present at the 
mitral area. 

Clinical Diagnosis. Myocardial infarction. 

Treatment and Progress. On bed rest and 
anticoagulant therapy the patient made an 
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uninterrupted recovery and was allowed out 
of bed after 4 weeks. 

Electrocardiographic Interpretation (Fig. 4. 
annotated). 

1. Sinus rhythm is present. 

Explanation: All QRS complexes are pre- 
ceded by P waves. The P-R interval, seen best 
in Standard lead 2, is 0.14 second (34 small 
squares). The upper limit of a normal P-R 
interval is 0.2 second. 

2. The heart is horizontal in position and 
shows the features of anti-clockwise rotation. 

Explanation: The qR complex in lead AVL 
indicates the horizontal heart position, and the 


AVR AVL AVF 

V4 


Fig. 4. Annotated. 
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qR complexes in leads V5 and V6 indicate the 
anti-clockwise rotation. (For detailed explana- 
tion, see Case No. 3, p. 351). 

3. A recent extensive anterior myocardial 
infarction is present. 

Explanation: (a) Deep and wide patho- 
logical Q waves are present in leads V2, V5 
and V4. (The width of the Q wave should not 
exceed 0.04 second and the depth should not 
be greater than 25% of the R wave). In these 
leads, the Q waves are 0.08 second (2 small 
squares) wide and no R waves are presemt. 
These pathological Q waves indicate necrosis 
involving the whole thickness of the muscle 
wall. (This type of Q wave is sometimes 
called a QS wave). 

(4) Raised, convex upward S-T segments 
are present in leads V1 to V6 and in lead AVL 
(where it is not so well marked). These raised 
S-T segments represent the ‘current of injury’ 
and are reflected in leads facing an injured sur- 
face of myocardium. 

(c) Steep ‘arrow-head’ inversion of the T 
waves is present in leads V2 to V6 and in lead 
AVL. This is due to myocardial ischaemia. 

These pathological changes are seen in the 
V leads which face the anterior surface of the 
heart and in lead AVL, which usually faces 
the anterolateral surface of the heart. An ex- 
tensive anterior infarct is thus present, the 
brunt of which (transmural necrosis) is 
reflected in leads V2 to V4. These leads map 
out the area across the septum. (Note: The ab- 
normal deflections in leads V2 to V4 do not 
imply actual infarction of the interventricular 
septum). Peripheral to this area of transmural 
necrosis, injury and ischaemia alone are pre- 
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sent, viz. in the zone reflected by leads V5, 
V6 and AVL. 

(ad) The ‘current of injury’ results in 
reciprocal depression of the S-T segments in 
leads facing the uninjured surface. This is 
shown in lead AVF, which faces the dia- 
phragmatic surface or posterior wall and thus 
the uninjured surface of the anterior wall. 

(e) The ‘current of injury’ and ischaemia 
are also reflected in Standard lead 1 and 
reciprocal depression in Standard lead 3. 

(f) The Q or QS wave in lead V1 is normal 
for this lead. 

(g) The upright T wave in lead AVR is 
abnormal. This lead usually reflects the nega- 
tive potential of the heart cavity and thus 
commonly shows inversion of all deflections. 
The upright T wave in this case is further 
evidence of ischaemia in some portion of the 
heart. 

Electrocardiographic Diagnosis. Extensive 
antero-septal myocardial infarction. 

Remarks. The diagnosis of myocardial in- 
farction must be based on the presence of the 
characteristic raised S-T segments and, in 
severe cases, the presence of pathological Q 
waves. In no circumstances must the diagnosis 
be based on the presence of depressed S-T 
segments and inverted T waves alone. 


OPSOMMING 


Die diagnose van hartspier-infarkt moet gebaseer 
word op die aanwesigheid van die kensketsende 
verhewe S-T-segmente en, in ernstitge gevalle, die 
aanwesigheid van patologiese Q-golwe. 

In geen omstandighede moet die diagnose gebaseer 
word op die aanwesigheid van ingeduikte S—T-seg- 
mente en omgekeerde T-golwe alleen nie. 


PREPARATE EN TOESTELLE 


VIADRIL (HIDROKSIDIOONNATRIUM) 


'N NUWE NIE-BARBITURAAT-SLAAPMIDDEL VIR 
BASALE ANESTESIE EN BINNE-AARSE GEBRUIK 


Viadril is ’n heeltemal nuwe slaapmiddel. Dit is 
’n steroied (die natriumsuksinaat-ester), 'n nie-vlug- 
tige maar maklik oplosbare soliede kristallyne stof. 
’n Oplossing van hierdie samestelling in water het 
*n pH van 7.8 tot 10.2. 

Indikasies: Viadril word gebruik vir die induksie 
van anestesie vOdr die instandhouding daarvan met 
distikstofoksied-suurstof of ander gas-verdowings- 
middels. met atropien 
(of skopolamien) en meperidien in die gebruiklike 
dosisse skyn noodsaaklik te wees vir die beste resul- 
tate. Volgende op induksie met Viadril kan endo- 
trachea-intubasie uitgevoer word met min of glad 
geen strottehoofskrampe nie. 

Doeltreffende chirurgiese anestesie met 'n 3:1- 
mengsel van distikstofoksied en suurstof word moont- 
lik gemaak deur kalmering met hierdie middel; die 
vernaamste nadeel van distikstofoksied (hipoksie) 
word hierdeur vermy. 


Gebalanseerde anestesie met Viadril-induksie en 
distikstofoksied-instandhouding bied dus die volgende 
voordele: die toediening 
van distikstofoksied in 'n 
konsentrasie wat sterk 
genoeg is maar geen ge- 
vaar van hipoksie mee- 
bring nie; die vermyding 
van opgewondenheid ty- 
dens die induksie-stadiums; 
endotrachea-intubasie wat 
nie deur strottehoofs- 
krampe bemoeilik word 
nie; en ’n geringer nood- 
saaklikheid vir die gebruik 
CALTON van skeletspier-ontspan- 

ningsmiddels. Véiadril is 
dus van besondere waarde 
by operasies soos binnekop- 
skedel- en binneborskas- 
prosedures, of prosedures 
waarby enige deel van die kop of nek betrokke is. 


CHAS. PFIZER & CO., INC 
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Die afwesigheid van strottehoofskrampe maak dit 
veral maklik om Viadril vir kop- en nek-prosedures 
te gebruik. Die afwesigheid van ooreising en 'n 
gehoes ten gevolge van strottehoofsrefleks-opgewon- 
denheid voorkom ook die uitpeul van die binne- 
skedel-inhoud wanneer die skedel oopgemaak word. 

Viadril-hipnose is ook nuttig in die geval van 
nie-samewerkende pasiénte, en veral psigotiese in- 
dividue, wat endoskopiese of ander prosedures moet 
ondergaan. Viadril is reeds met welslae gebruik in 
algemene chirurgie, ginekologie, ortopedie en neuro- 
chirurgie. 

Voorsorgsmaatreéls: (1) Die vernaamste voor- 
sorgsmaatreéls staan in verband met die moontlikheid 
van plaaslike prikkeling by die inspuitingsplek. 

* Chemiese tromboflebitis is waargeneem. 

(2) Af en toe is die reaksie op Viadril 'n skerp 

daling van die bloeddruk met soveel soos mm. 
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van Hg. Die geneesheer moet op sy hoede hiervoor 
wees en dit dadelik teéwerk deur ’n binne-aarse 
inspuiting van ‘n geskikte vasopressor-middel soos 
metoksamien. 


(3) Asemhalingsdepressie is by 'n paar geleenthede 
waargeneem tycdens induksie met Viadril. In uit- 
sonderlike gevalle het apnee voorgekom. Dit vereis 
die onmiddellike instelling van gekontroleerde asem- 
haling deur die narkotiseur totdat spontane asem- 
haling herstel is. Op die huidige tydstip is daar 
geen bekende kontra-indikasies vir die gebalanseerde 
anestesie wat hierbo beskryf word nie. 


Inligting oor Verpakking: Viadril ('n_ soort 
hidroksidioonnatrium) word beskikbaar gestel in 
droé poeiervorm in 100 ml.-flessies bevattende 0.5 g. 


Nadere Inligting van: Pfizer Laboratories South 
Africa (Pty.) Ltd., Posbus 7324, Johannesburg. 


PREPARATIONS AND APPLIANCES 


VIADRIL (HYDROXYDIONE SODIUM) 


A NEW NON-BARBITURATE HYPNOTIC BASAL 
ANAESTHETIC FOR INTRAVENOUS USE 


Viadril is an entirely new hypnotic agent. It is a 
steroid (the sodium succinate ester), a non-volatile 
but readily soluble crystalline solid. An aqueous 
solution has a pH of 7.8 to 10.2. 

Indications: Viadril is used tor induction of 
anaesthesia before maintenance with nitrous oxide- 
oxygen or other gaseous anaesthetic agents. Pre- 
anaesthetic medication with atropine (or scopol- 
amine) and meperidine in usual doses appears 
essential for best results. 
Following induction with 
Viadril, endotracheal in- 


PFIZER’ tubation may be per- 
formed with little if any 
laryngospasm. 


Sedation with this agent 
makes possible adequate 
surgical anaesthesia with 
a 3:1 mixture of nitrous 
oxide and oxygen; the 
chief disadvantage of 
nitrous oxide (hypoxia) is 
thereby avoided. 

Balanced anaesthesia 
with Viadril induction and 
nitrous oxide maintenance 
thus affords the following 
advantages: employment 
of nitrous oxide in a concentration both sufficiently 
potent and without danger of hypoxia; avoidance of 
excitation in the induction stages; endotracheal in- 
tubation uncomplicated by laryngospasm; and 


CHAS PFIZER CO. INC 


decreased need for administration of skeletal muscle 
relaxants. Viadril is thus of — value for 
operations such as intracranial and _ intrathoracic 
ner geen and those involving any part of the 
ead or neck. The. absence of laryngospasm facili- 
tates its use in procedures involving the head and 
neck. The absence of straining and coughing from 
laryngeal reflex excitability also avoids bulging of 
the intracranial contents when the skull is opened. 

Viadril hypnosis is also useful in unco-operative 
patients undergoing endoscopic or other procedures, 
especially in psychotic individuals. Viadril has been 
successfully used in general surgery, gynaecology, 
orthopaedics and neurosurgery. 

Precautions: (1) The chief precaution concerns 
the possibility of local irritation at the site of injec- 
tion. Chemical thrombophlebitis has been observed. 

(2) An occasional reaction to Viadril is a sharp 
drop in blood pressure by as much as 40 mm. of 
Hg. This should be watched for and promptly 
combated by intravenous injection of a suitable vaso- 


| pressor agent such as methoxamine. 


(3) Respiratory depression has been occasionally 
observed during induction with Viadril. In rare 
instances apnoea has occurred. This calls for the 
prompt institution of controlled respiration by the 
anaesthetist until spontaneous respiration is resumed. 
At the present time there are no known contra- 
indications to the balanced anaesthesia described 
herein. 

Package Information: Viadril (brand of hydroxy- 
dione sodium) is supplied in dry powder form in 
100 ml. vials containing 0.5 g. 

Further Information from: Pfizer Laboratories 
say Africa (Pty.) Ltd., P.O. Box 7324, Johannes- 
urg. 


CORRESPONDENCE 


J. D. ALLEN MEMORIAL FUND 


To the Editor: A fund has been opened to per- 
petuate the memory of the late Dr. J. D. Allen, the 
first Superintendent of Baragwanath Hospital. The 
memorial will take the form of a post-graduate 
prize for nurses, an incentive prize for the best 
non-European worker and a bird-bath to be erected 
in front of the new theatre block, which is to be 
named after Dr. Allen. 


As there may be among your readers some who 
had the privilege of working under Dr. Allen, it is 
felt that they might wish to be associated with the 
memorial. If so would they be kind enough to send 
their contributions to the J. D. Allen Memorial 
Fund, Baragwanath Hospital, Johannesburg. 


I. Frack. 
Baragwanath Hospital, 
Johannesburg. 
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MEDICAL CONGRESS - DURBAN 
SEPT. 16th - 21st, 1957 


A cordial invitation to visit 
our Stand No. 16 in the Red 


- broader spectrum coverage Cross Hall is extended. 


CHLOROSTREP 


enhanced clinical response 


from the 


four quarters 


of the earth 
comes 
confirmation 
CHLOROSTREP KAPSEALS 
| of its 
CHLOROSTREP SUSPENSION 
efficacy 


9 hol PARKE, DAVIS LABORATORIES (PTY.) LTD., P.O. Box 997!, Johannesburg 
% and at Port Elizabeth. 
3 > Distributors in South Africa: Lennon Ltd., P.O. Box 8389, Johannesburg and all branches. 
ens e vp ms ‘S Distributors also in Rhodesia and Nyasaland, Belgian Congo, Angola, Mocambique, Kenya, Uganda and Tanganyika. 
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ETHNINE is a new, palatable, and 
effective cough sedative containing 
4 mg. Pholcodine in each teaspoonful. 


The properties of Pholcodine are: 
Less toxic than Codeine. 


Higher anti-tussive factor 
than Codeine. 


Less constipating than 
Morphine or Codeine. 


The sedative action of ETHNINE 
is particularly useful in the treat- 
ment of the elderly patient who 
may suffer from insomnia or 
exhaustion as a result of intract- 
able nocturnal cough. 


A 


= 


In bottles containing 4 fluid ounces and 80 fluid ounces. 


CANCOKRPORATED ENGLAND) 
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ETHNINE 


CONTAINING PHOLCODINE 


Literature 
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(ETF3 


14 


| 
H 
al 
| | 
| 
| | 


57 14 September 1957 MEDICAL PROCEEDINGS - MEDIESE ByDRAES 


The specific actions of ‘Largactil’ brand chlorpromazine 
hydrochloride, have established its value for the relief of 
psychosomatic disorders without affecting intelligence 
or alertness. 

Its use is also suggested for the management of 
pruritus, hyperpyrexia, and nausea and vomiting 

due to a wide variety of causes. 
‘Largactil’ is available as tablets and syrup 
for oral use, as solutions for injection and as 
suppositories for rectal administration. 


Remove the mask 
of anxiety, 
tension and pain 


MAYBAKER (S.A.) (PTY) LTD 


CHLORPROMAZINE 


HYDROCHLORIDE 


P.O. BOX 1130 PORT ELIZABETH Tel.: 89011 (3 LINES) 
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MERSUTURES 


Trade Mark 


eyeless needled catgut sutures 
ensure minimal 


tissue trauma 


Setting New Standards 
ETHICON 


EDINBURGH 


{uthorised Agents and Distributors: 


B. O. J. (PHARMACEUTICAL) LTD., 
P.O. Box 574, Johannesburg. 
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. and the subsequent diagnosis 
may influence your decision that 
the patient needs the assistance of 
OXYGEN, by facemask or in an 
Oxygen tent. 

The need may be for the mechanical 
aid of a traction apparatus, an I.V. 
administration set, a hospital bed or 
the simple cradle. 


oy 


We have for HIRE and for sale the variety of sickroom requisites that makes 
for that extra comfort necessary during convalescence; for instance . . . 


Invalid chairs - Bedside Commodes - Dunlopillo 
Mattresses - Wangensteen Suction - Continuous 
Suction Electric Breast Pumps Hospital beds of 
various types - Infra red & Ultra violet lamps - 
Sinus hot boxes - Body hot boxes - Crutches, 
‘walking’ machines Cradles Fracture boards 

Walking sticks 


Whatever the need, CALL 


Stockists of surgical and medical instruments 

and the full range of Elastic stockings, crutches, 

walking sticks and sundry requirements for 
surgery, hospital and home. 


207 JEPPE STREET, JOHANNESBURG 


TEL. 22-0458 (All hours) P.O. BOX 11083 
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The NEW Potent Ataractic Drug ~~ 


WITH 
MARKED ADVANTAGES 


For the Management _ 
of the acutely 
Agitated Patient 


@ The Acute Alcoholic 
' @ The Acute Psychotic 
@ The Drug Addict 


Promazine Hydrochloride 
10-(y-dimethylamino-n-propyl)-phenothiazine hydrochloride 


A promising new agent in chemopsychotherapeutics, SPARINE has demonstrated im- 
pressive effectiveness in controlling acute excitation without inducing significant side- oe) 


reactions. (}, ?, * 

SPARINE is a new, clinically effective phenothiazine derivative, which may be adminis- 
= tered intravenously, intermuscularly, or orally. The route and dosage are determined 
by the extent of central-nervous-system excitation and by the patient’s response. 
glbplied: Tablets, 25 and 100 mg., bottles of 50; Injection, 50 mg. per cc., vials of 10 cc. 
()  Seifter, J., et al.: To be published. 


(*) Fazekas, I. F., et al.: M. Ann. District of Columbia 25:67 (Feb.) 1956. 
(*) Mitchell, E. H.: AMA. In press. 


\N EXCLUSIVE DEVELOPMENT OF WYETH RESEARCH 


EAST LONDON WYETH LABORATORIES, 54 STATION STREET, EAST LONDON 


Acid Buttermilk Diet 


of constant composition 


Under medical supervision ‘“‘Eledon”’ has a specific use 
in the feeding of infants who do not thrive on the breast 

or the generally accepted milk formulas. Because of 
its relatively high and easily digested protein content, 
“Eledon” is ideal for premature infants as a substi- 

tute for, or an addition to, mother’s milk. 

“Eledon” is invaluable for infants and ycung i 

children in diarrhoea; bacillary dysentery; malnu- ena 
trition; cutaneous disorders including eczema; 
pylorospasm and in all cases where acidified milk 
is to be recommended. 


ZOUO 


A NESTLE PRODUCT 


A 


; 
ts, 
| 
NU301 


14 September 1957 MEDICAL PROCEEDINGS - MEDIESE ByDRAES 


Give faster pain 
relief with 


BUF 


AS ASPIRIN 
ASTRIC DISTRESS! 


When BUFFERIN is prescribed, patients are assured ot 
faster relief of pain. Clinical studies show that within ten 
minutes after BUFFERIN is ingested, blood salicylate levels 
are as great as those attained by aspirin in twice this time. 
BUFFERIN thus acts twice as fast as Aspirin. 


BUFFERIN has greater gastric tolerance. BUFFERIN’S 
antacid ingredients provide protection against gastric distress 
so often seen with aspirin* and is therefore especially suited 
when prolonged use of salicylates is indicated. 


1. BUFFERIN enters the stomach. 

2. BUFFERIN exerts its antacid effect, lessening 
possibility of gastric distress. 

3. BUFFERIN helps dilate the pyloric valve, 
promptly leaves the stomach. 

4. BUFFERIN’S analgesic component is absorbed 
twice as fast as Aspirin, relieves pain. 
in Botties of 12,36 and 100. Each BUFFERIN tablet contains 
grains of Acid with 


at 4 DISTRIBUTED BY BRISTOL-MYERS (PTY.) LIMITED, 
on 1 Absorption of Acetyl- P.O. BOX 9706, JOHANNESBURG. 


salicylic Acid. J.Am. jam, Sc.Ed. 39: 21, Jan., 1950. 


STANDARD 50 — 


HYPODERMIC SYRINGE THE 


MULTIPURPOSE 
SYRINGE 


* The Standard 50 Syringe can be 
sterilized fully assembled and is 
completely interchangeable, size 


Illustrated Leaflets and Supplies available 


pie for size. 
P.O. Box 39, CAPE TOWN * It is so constructed that the only 
or any branch of Glass portion, the barrel, can be 
LENNON LIMITED. replaced. 


South West Africa Stockists: : 
Cloete Kruger (Pty.) Ltd, WINDHOEK. ™* Record, Luerlock, Concentric, 


Rhodesian Agents: . Excentric and Unifix nozzles, and 
| Central African Pharmaceuticals (Pty.) Ltd., 
4 =a SALISBURY. Crutch attachments; are available 


XUM 
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TIME IS IMPORTANT where 
HAEMOSTATICS are to be used 


A new and unique principle in Haemostatics 


CROMOXIN 


(Adrenochrome Semicarbazone and Salicylate combined in accurate Molecular proportions) 


* CROMOXIN FORTE 
Reduces bleeding time—increases capillary tone—reduces permeability. 
* CROMOXIN FORTE 
Is the safest haemostatic known—occurs naturally in all tissues—-no toxicity whatsoever. 
* CROMOXIN FORTE 
Has a powerful reinforcing action on blood vessels—without coagulation—therefore no 
danger of thrombosis. 
* CROMOXIN FORTE 
Is entirely safe in hypertension—has no contraindications. 
* CROMOXIN FORTE 
Stimulates defence mechanism—useful in stress—shock conditions—and has innumerable 
other uses. 
Packings available:— 
CROMOXIN FORTE—3’s and 100’s 
Also available in intravenous forms, i.e.: 


CROMOXIN 1 mg. and CROMOXIN PERFUS 15 mg. 
Distributors for Southern Africa. 


PROTEA PHARMACEUTICALS LIMITED 
7 Newton Street, Wemmer, Johannesburg 
P.O. Box 7793 . Telegraphic Address “MANLU” . Telephone: 33-2211 


THE PROBLEM OF 


EUROPEAN PROSTITUTION 


IN JOHANNESBURG 
A Sociological Survey by Dr. Louis Franklin Freed 


Chapter 
I Introductory 

Il The Nature of the Prostitute and of Prostitution 

III The Prostitute and Her Collaborators 

IV _ The Prostitute and Her Clients 

V___s The Prostitutes Themselves 

The Prostitutes Themselves (continued) 

VII Prostitution and its Evils 

VIII Prostitutes and their Families 

IX The Prostitute and the Community 

X Social Control 

XI Socia! Control (continued) 

XII Social Control (continued) 

XIII General Conclusions * Recommendations * The Prospect 
Appendices: Questionnaires - Schema of Venereological Examination Employed 
Schema of Sexological Examination Employed - Glossary - References - Index 


Price 41/3 (Postage 1/6) 


' Juta & Co. Limited 
P.O. Box 30 - Cape Town ; P.O. Box 1010 - Johannesburg 
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owns Electrocardiography has indeed become simple since 
the introduction of the “Cardi-all”. It takes less 


than an hour to learn the operation of this fine 
instrument and complete records can be had in a 
few minutes. 


A Special converter for use of the “‘Cardi-all’’ from 
your Car battery is also available. 


May we arrange for a demonstration ? 


Weight: 27 Ibs. 


Size: 9 x 12 x 15” 


Price: £297: 10:0. 


Rapid relief of ASTHMA 


with 
BROVON 
INHALANT 


The synergistic action of adrenaline and atropine methonitrate in 
i BROVON inhalant ensures speedy relief of asthma. Accurate dosage 
<9 and deep inhalation are assured when used with any of our inhalers 
(e.g., Brovon, Deedon, Bon-Accord and Midget inhalers). This 
combined treatment is particularly valuable for treatment of 
paroxysms and for rapid relief of bronchiolar spasm often present in 
chronic bronchitis and emphysema. 
Particulars from our Agents: POWLEY & COMPANY (PTY.) LTD., 
21-24 Queens House, I! Durban 


P.O. Box 4259 Cape Town . Box 9628 Johannesburg 
FEDERATION OF RHODESIA & NYASALAND. Agents: ASHTON & McDONALD (PVT) LTD. P.O. Box 379, Salisbury, S.R. 


MOORE MEDICINAL PRODUCTS LTD. 


LONDON OFFICE:64 GLOUCESTER PLACE, WI. LONDON 
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servatrin. 


for relief from hypertension 


SERVATRIN is the registered Trade Mark for the combined 
hypotensives—RAUSERFIN and Veratrum Viride. 

Recent clinical reports state that a combination of Veratrum 
Viride with the Rauwolfia alkaloids, as RAUSERFIN, is the safest 
medicinal regimen in severe and resistant essential hypertension. 
The improvement which RAUSERFIN produces serves as an 
excellent platform upon which the action of the more potent 
Veratrum Viride alkaloid is superimposed. 

When instituted gradually, the combination can be given safely 
n ambulatory patients, requiring only weekly or monthly checks of 
blood pressure. The addition of RAUSERFIN to a Veratrum Viride 
schedule usually results in a further reduction in blood pressure 
often with less side effects than before. RAUSERFIN and Veratrum 
Viride in combination exhibit synergistic properties and thus 
permit lower dosage for the more potent drug. 

SERVATRIN tablets have, therefore, the hypotensive effects of 
RAUSERFIN, which may take weeks to reach full intensity, but 
once established may persist for days after discontinuance of 
therapy and Veratrum Viride which, given orally, produces a 
maximum effect within a few hours and single doses are effective 
for only 3-6 hours. 

On the basis of the foregoing, SERVATRIN tablets would appear 
to be the most logical treatment for resistant and severe hyper- 
tension. 

Manufactured in South Africa by 


PETERSEN 
pee LIMITED 


PETERSEN'S 3 


Established 1842 
P.O. Box 38 P.O. Box 2238 P.O. Box 1684 
CAPE TOWN SALISBURY DURBAN 
P.O. Box 5785 P.O. Box 1200 P.O. Box 1005 
JOHANNESBURG BULAWAYO BLOEMFONTEIN 


240-4-E-PS 
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An Introduction to 
Electrocardiography 


By L. Schamroth, 
M.B., B.Ch. (Rand), M.R.C.P.E., F.R.F.P.S. 


University of Witwatersrand and General Hospital, 
Johannesburg 


Table of Contents 


Chapter | Basic Principles. 
2 Myocardia! Death, Injury and Ischaemia. 
3 Bundle Branch Block. 
4 Ventricular Hypertrophy. 
5 Digitalis and Potassium Effect. 
6 Disorders of Cardiac Rhythm. 
General Observations. 
Appendix: Elementary Electrophysiology. 


Special Features of this Book 


@ It provides one of the simplest accounts avail- 
able of the electrical activity of the heart. 


@ It contains an easily understood explanation of 
disorders and disturbances of cardiac rhythm. 


@ A striking feature is the simplified presentation 
of the principles of unipolar electrocardio- 
graphy. 

@ Clarity of presentation has been the author's 
aim. 


@ Theoretical considerations have been reduced 
to a minimum, emphasis being placed on the 
practical aspects of electrocardiography. 


@ Every statement has been profusely illustrated 
with virtually self-explanatory diagrams, 
necessitating a minimum amount of text. 


@ No specialized knowledge is needed to under- 
stand this account of electrocardiography. 


@ It is ideal for beginners (both undergraduate and 
post-graduate). 


Order Form 


To: Juta & Co., Limited, 


P.O. Box 30 P.O. Box 1010 
Cape Town Johannesburg 


Please forward copy/copies of 
“An Introduction to Electrocardiography"’ by 
L. Schamroth, price 2ls. (Outside Cape 
Town 22s. 3d.) Packing and postage 9d. 
extra. 

| enclose my remittance. Kindly debit 
my account *, 


Address 


© (Please delete words not required) 
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ope 


Where 


CALCIUM THERAPY 


is indicated... 


=> 


Pleasantly flavoured 


GLUCAL TABLETS 
GLUCAL TABLETS WITH VITAMIN D 
GLUCAL TABLETS WITH VITAMINS A AND D 


NATIONAL HEALTH PRODUCTS 


Proprietors: 
LENNON LIMITED 
15 Pritchard Street, Johannesburg 


for 


. No one has been able to duplicate Viceroy’s 
special 


occas 1O ns refreshingly mild flavour 


for no one else knows the secret of 
Viceroy’s special blend. 


Naturally they cost a little more. 


e FILTER IN THE RED BOX 
@ PLAIN IN THE GREEN BOX 


VICEROY CIGARETTES ARE MADE IN SOUTH AFRICA UNDER THE 
CONDITIONS STIPULATED BY W. D. & H. O. WILLS OF BRISTOL AND LONDON 
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4 

SUSPENSION | 


ELIMINATES 
A LOT OF 
PAPER-WORK” 


IMPROVED FORMULA 


Deliberate “shotgun” therapy for the or 
prompt relief of most diarrhoeas. Patients 
can’t wait for laboratory bacteriological 
reports No penicillin. P 
u 
2. READY TO USE (mir 
pub 
No compounding necessary. *T 
3. STABLE 
Stable for 18 months at normal room 5. NEW 16 oz BOTTLE Dat 
temperature. Prescription writing flexibility for the 
Doctor and stock bottle dispensing a 
4. PLEASANT FLAVOUR convenience for the pharmacist. mt 


Kids, tweenagers, teenagers, moms, pops, 
grans, gramps, spinsters, and bachelors — 6. GESIEINEAL 
all will like the lemon flavour. Patients pay only for what they need. 


Samples and literature available on request to— 


BRISTOLABS (PTY.) LIMITED ™ 


P.O. BOX 2515 JOHANNES BUR 
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cme this beautiful book free 


Salome by Oscar Wilde 


The haunting story of Salome is here crystallised into a work 
of art, magnificent in its tension between barbaric savagery 
of theme and jewelled sophistication of style. Bound in 
turquoise brocade, with brilliant two-colour engravings, 
this fine book is free to all who join The Folio Society. 
Membership brings you special illustrated editions of the 
world’s great books, ranging from Chaucer, Dostoevsky and 
Rupert Brooke to lesser-known classics such as The London 
Spy and Memoirs of the Mogul Court. Post coupon to-day 
for 16 page illustrated prospectus describing the new pro- 
gramme for 1957. 


Membership brings you exclusive editions of 
the world’s great books from Omar Khayyam and 
Boccaccio to Rupert Brooke and Wilkie Collins. 
With illustrations by distinguished artists, these 
handsome volumes are individually designed and 
craftsman-made, yet they often cost no more than 
ordinary books. 

Send poten for the illustrated 16-page Pros- 
pectus, describing the new Programme and giving 
details of all previous publications—or better 
still, complete the enrolment form below and 
become a member immediately. 


THE FOLIO SOCIETY 


JUTA & CO., LIMITED 
CAPE TOWN * JOHANNESBURG 


ENROLMENT FORM 


To: JUTA & CO. LTD., 


P.O. Box 30, Cape Town or P.O. Box 1010, JOHANNESBURG 
P, LEASE enrol me as a member/renew my membership* of the Folio Society. Send me the titles I have marked below, as published 


(minimum four volumes). In addition I am to receive, free of charge, a copy of SALOME by Oscar Wilde and Tue FoLio as 


published. 

* T enclose my remittance for £ s. d. 
* I undertake to pay for each 1957 book on receipt. 
* STRIKE OUT WHAT DOES NOT APPLY. 


(Post ard packing extra: 1s. per volume.) 


PUBLICATIONS FOR 1957 


PLEASE MARK ‘TITLES REQUIRED 


...CANTERBURY TALES: VOL. II 


...A MIDSUMMER NIGHT’S DREAM 


(FEB) 19s 6d (JULY) 19s 6d 
.. CRIME AND PUNISHMENT .. TALES OF MYSTERY AND 

(MAR) 28s 6d IMAGINATION (auG) 22s 6d 
-.-MEMOIRS OF THE ...EL ZARCO THE BANDIT (sept) 18s 0d 
...GALLEY-SLAVE (oct) 17s 0d 
18s 0d ..PRIDE AND PREJUDICE (Nov) 21s 0d 

...THE WATERLOO CAMPAIGN ...BIBLE AS LITERATURE: VOL. I 
(JUNE) 21s 0d (DEC) 30s 0d 

i Dr 
Miss BLOCK LETTERS PLEASE 
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LEDERLE LABORATORIES DIVISION 
AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK \ 99 


Sole S.A. Distributors: ALEX. LIPWORTH LTD, JOHANNESBURG, CAPE TOWN, DURBAN AND SALISBURY 


grow more! 


INCREMIN combines the amino acid 

lysine with vitamins Bi, Bs and By— 
essential nutrients that stimulate appetite, 
and promote more efficient utilization 

of protein. For children who are problem 
eaters, for the underweight, for the generally 


below-normal child—INCREMIN 


will usually produce a remarkable 


and prompt improvement! 


Cherry flavor. Can be mixed with milk, 
milk formula, or other liquid. In 15 
cc. polyethylene dropper bottle. 


Dosage: 0.5 to 1 cc. (10-20 drops) 
daily. Each cc. (20 drops) contains: 
I-Lysine HCI............ 300 mg. 
Vitamin 25 mcgm. 
Thiamine HCI (B:)....... 10mg. 
Pyridoxine HCI (B.s)....... 5S mg. 


Excellent for the elderly! INCREMIN serves 


equally well to stimulate lagging appetites in.geriatric patients, 


Lysine-Vitamin Drops 
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to help children eat more, 
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WITHIN 
THREE 
YEARS 


MEGIMIDE 


Brand of Bemegride 


in Barbiturate 
Poisoning and 
Anaesthesia 


MEGIMIDE 


successfully counteracts the 
central nervous and _ res- 
piratory depression produced 
by barbiturates. 


DAPTA LO LE 
with Morphine 
in the control of 


severe pain 


DAPTAZOLE prevents res- 
piratory depression and other 
side effects of morphine and 
its derivatives, and permits 
their safe administration in 
doses adequate to procure 
complete analgesia. 
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No less than 150 medical 
publications have discussed the 
restorative use of Megimide 
and Daptazole with barbitu- 
rates and morphine. 


“Whatever its mode of action, there is no 
doubt that bemegride is a valuable advance 
in the treatment of barbiturate coma.” 

Lancet Leading Article ii (1956) 980. 


‘**Megimide brings about a rapid recovery of 
consciousness in patients under light or deep 
barbiturate anaesthesia.” 

Med. Proc. (1956) April, 200. 


“Our series now extends to 400 cases (of 
terminal carcinoma). There is no doubt at 
all that a deep and prolonged analgesia is 
obtained with morphine in the presence of 
amiphenazole.” 

Lancet ii (1956) 464. 


A. & G. NICHOLAS, LTD., 


Ethical Pharmaceuticals, 


Slough, Bucks., Eng. 


Samples & literature on request from the distributors : 


KEATINGS PHARMACEUTICALS, LTD., 


Bee 


JOHANNESBURG 
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